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The Salundek formula is based on clinical ?* 
and in vitro studies with each of its four anti- 
fungal agents individually, and on the success- 
ful trial of the combined formula.’ Salundek 
Ointment contains mono- and dichliorosalicyl- 
anilides (4%), salicylanilide (3°), undecyl- 
enic acid (2%), and zine undecylenate 
(10%). A special wetting agent is added to 
enhance spreading ability and penetration. 
Salundek Ointment is prepared with a non- 


irritating, nonsensitizing greaseless carbowax 
base. Salundek Ointment, 2 oz. tubes and 1 Ib. 
jars. Samples, literature, and instruction pads 
for proper home care between visits are sup- 
plied to physicians upon request. Write to our 
Professional Service Department. 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, j. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse” brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 
Complete information available on request 
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Doctor and Patient 


in Soviet Russia 


By MARK 6. FIELD, with an introduction by 
Paul Dudley White 


This remarkably informed work moves from a discussion of the history 
and development of medical care in the Soviet Union to the physician and 
his social role and finally to the patient. We see how the actions of the 
Ministry of Health and of the individual physicians are strictly controlled 
by the Party and how the emphasis on production in Soviet society even 
changes the standards by which one is- considered sick or well. Chapters 
on the patient draw on over 1600 written questionnaires. $5.00 
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FOR PERSISTENT INFECTIONS | 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


"ANTIBIOTIC 38% 
ANTIBIOTIC 8 36% 


ANTIBIOTIC C 34% 
ANTIBIOTICS 20% 
ANTIBIOTIC E 10% 
ANTIBIOTIC F S% 


COMPARATIVE SENSITIVITY OF MIXED PROTEUS SPECIES TO CHLOROMYCETIN 
AND SIX OTHER WIDELY USED ANTIBIOTIC AGENTS* 


*This graph is adapted from Waistren, B A., & Strelitzer, C. L. Arch Int. Med. 99:744, 1957. It represents in citro data obtained with 
strains isolated from patients between the years 1951 and 1956. Inhibitory conce ranging from 3 to 25 mcg. per ml., were selected 
on the basis of usual clinical sensitivity 


CHLOROMYCETIN (chloramphenicol. Parke-Davis) is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administration, it should not be used indis- 
criminately or for minor infections Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 
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Not a cloud in sight 
...even after months of use 


Actual service records show that Pyrex 
tubes consistently outlast other brands— 
usually by four to five times. 

In Pyrex tubes you have the extreme 
chemical stability needed to resist the 


‘clouding and leaching of reagents and 


the effects of reactions. 

The inert environment provided by 
Pyrex No. 7740 glass neither adds to 
nor takes from the specimen you're 
studying . . . even when the specimen re- 
mains in the tube for long periods. 

Exceptionally uniform wall thickness 
and fire-polished lips of the standard 
tubes add longevity and resistance to 
chipping damage from mechanical shock. 


Screw cap tubes give easier handling 
Pyrex culture and centrifuge tubes are 


available with a plastic screw cap which 
makes handling easier and facilitates seal- 
ing after autoclaving. 

If your specimens travel, you'll find that 
these caps seal tight enough to eliminate 
the need for shipping liquids in ampules. 

If you are not already enjoying the 
benefits of Pyrex culture and centrifuge 
tubes, we urge you to sample a selection, 
the next time you order, just to compare. 


CORNING GLASS WORKS 
80-2 Crystal Street, Corning, N.Y. 


(rn) PYREX® laboratory ware 


... the tested tol of modern research 
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easonting an advance in the treatment of 
VAGINITIS: 


the established 
specific 
_trichomonacide 
-FUROXONE 


VAGINAL SUPPOSITORIES AND POWDER 


85% CLINICAL CURES* 

In 219 patients with either trichomonal 
vaginitis, monilial vaginitis or both, 
clinical cures were secured in 187. 


71% CULTURAL CURES* 

157 patients showed negative culture 
tests at 3 months follow-up examinations. 
Patients reported rapid relief of burning 
and itching, often within 24 hours. 


STEP 1 Office administration of 
TRICOFURON VAGINAL POWDER IMPROVED 
at least once weekly. 


Home use of 

TRICOFURON VAGINAL SUPPOSITORIES IMPROVED 
by the patient, 1 or 2 daily, including 

the important menstrual days. 


: *Combined results of 12 independent clinical 
investigators. Data available on request. 


SUPPOSITORIES : 

0.375% Micofur, 0.25% Furoxone. 
POWDER: 

0.5% Micofur, 0.1% Furoxone. 


EATON LABORATORIES, NORWICH, NEW YORK 
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AGENTS FOR LABORATORY USE 


BLOOD GROUPING, Rh TYPING, and ANTI-HUMAN (Coombs Test) SERA. NIH-approved 
BLOOD CULTURE MEDIUM 
E. COLI TYPING SERA* 

FEBRILE ANTIGENS. For rapid slide test screening purposes — for both somatic and flagellar 
Salmonella (including Typhoid and Paratyphoid infections), as well as for other fevers 
of undetermined origin 
SALMONELLA GROUPING and TYPING SERA* (See also Febrile Antigens above) 
SHIGELLA GROUPING SERA* 

SYPHILIS ANTIGENS: V.D.R.L.*; Kahn, Dr. Kahn-approved; Laughlen, Dr. Laughien-approved 
TULAREMIA TUBE ANTIGEN 


VIRAL and RICKETTSIAL ANTIGENS 
* Prepared according to CDC methods and standards 


AGENTS FOR CLINICAL USE 


LYMPHOGRANULOMA VENEREUM SKIN TEST ANTIGEN and CONTROL 
TRICHINELLA EXTRACT and SALINE CONTROL 
TUBERCULIN PATCH TEST (Volimer) 


ORIES DIVISION. AMERICAN .CYANAK 
(RIVER. NEW YORK 


5 
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THIS IS AN IMPORTANT MESSAGE 


to you who are vitally concerned every day with the nutritional 
excellence of good food and with safe food colors. 

Roche has published an authoritative story of beta carotene and 
of man’s achievement in “duplicating” the safe yellow coloring 
of nature. You'll find this story completely, scientifically, and 
dramatically told in a 20-page colorfully illustrated book we 
want you to have. 


The Story of Nature’s Yellow 


BETA CAROTENE 


Today's safe, sure, yellow, pure food coloring with vitamin A potency 


20 interestingly illustrated 
Pages covering such topics as 
Why is color so important? 
The meaning of Beta Carotene 
Why carotene is no stranger 
The carotenoid family 

Beta Carotene’s safety 
Carotene’s history 

Beta carotene’s use 


Beta carotene’s great nutri- 
tional vitamin A value 


Send this coupon for your free copy to 
Vitamin Division, Dept. PH-2 
HOFFMANN-LA ROCHE INC 
Nutley 10, New Jersey 

Name 
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City & Zone 
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In every step of its manufacturing, 
Roccat is laboratory controlled . . . 
prepared with utmost precision under 
rigid specifications. For ROccAL, the 
nation’s first and foremost quaternary 
ammonium germicide, is a product of 
one of the world’s leading pharmaceu- 
tical manufacturers. 

Triple-checked to insure uniformity, 
potency and quality, ROCCAL is initially 
tested at the manufacturing level. Then 
a sample of each batch of ROCCAL must 
pass a comprehensive examination at 
Sterwin'’s Control Laboratories at Rens- 
selaer, New York. A third and final test 


is made when the product is bottled. 

Many public health and sanitation offi- 
cials throughout the country recognize 
ROCCAL as the “‘standard"’ quaternary 
ammonium germicide. In restaurants, 
taverns, soda fountains, schools, dairies, 
hotels, food processing and packing 
plants, institutions— wherever a reliable 
getmicide is required—ROGCAL can be 
depended upon to do a better sanitizing 
job every time. 

In recommended dilutions, ROCCAL 
is a potent bactericide: stable, tasteless, 
odorless, stainless, non-irritating, non- 
corrosive, non-poisonous. 


HIGH HARD WATER TOLERANCE 
Laboratory investigations have proved ROCCAL to be effective 
in most hard waters without the aid of sequestrants. 


Further technical information on 
RoccaAL and samples will be 


Subsidiory of Sterling Drug inc. 
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1450 Broadway, New York 18, N. Y. 
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compounds tested 


compound unexcelled 


New... from Pfizer Research 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents. 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search for 
more effective agents for enhancing oral antibiotic 
blood levels, our Research Laboratories screened 
eighty-four adjuvants, including sorbitol, citric 
acid, sodium hexametaphosphate, and other or- 
ganic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. 
In some cases this effect was more than double. 


2 Of great importance to the practicing physician 
is the consistency of the blood level enhancement 
achieved with glucosamine. Extensive tests show 
that the enhancing effect with glucosamine occurs 
in a greater percentage of cases than with any 
other agent screened. 


3 Glucosamine is a nontoxic physiologic metab- 
olite occurring naturally and widely in human 
secretions, tissues and organs. It is nonirritating 
to the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine. is now 
available to you as Cosa-TETRACYN. 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


Prizer LaBoraTories 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


Trademark 
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Capsules 250 mg. and 125 mg. 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 
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SANITIZERS 


OFFER 

ALL 

THESE 
ADVANTAGES 


A LONG RECORD OF DEPENDABILITY. lodine is recognized as a most 
efficient antiseptic and germicide. It is known to be effective against a 
wide range of organisms. 


SPECIALIZED PRODUCTS. lodine sanitizers and detergent-sanitizers are 
offered by leading manufacturers for treatment of milk, food and beverage 
utensils and equipment. Also available are iodine disinfectant-cleaners for 
hospitals, schools, institutions, food and beverage plants, and industrial 
applications. 


EFFECTIVE. lodine preparations are effective in low concentrations . 
economical, too. Their use can contribute to improved public health. 


EASY TO TEST. The well-known iodine color is an indication of solution 
strength. When the color of an iodine sanitizing solution begins to disappear, 
that is a signal to replenish or replace the solution. There is no reason ever 
to let an iodine solution get too weak to be effective. Test kits are available. 


Write us for further information, and names of manufacturers offering iodine sanitizers 
and disinfectant-cleaners in your area. No obligation, of course. 


CHILEAN IODINE EDUCATIONAL BUREAU, INC. 


Room 2158, 120 Broadway, New York 5, N. Y. 
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Therapeutic Nutrition in Chronic Disease 


and Protein Nutrition 


in Vascular Disease 


V \ hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 
good nutritional health might be met. 


Meat is outstanding among protein foods. It supplies 

all the essential amino acids, and closely approaches the 

quantitative proportions needed for biosynthesis of 
human tissue. 


In addition, it is an excellent source of B vitamins, 
including B, and B,2, as well as iron, phosphorus, potas- 
sium, and magnesium. 


When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
obviously should not be eaten. But the contained per- 
centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 


xvi A.J.P.H. 


SUPPLIED: Cherry flavor—300,000 units per 5-cc. teaspoonful, bottles of 2 fi. oz. 


Custard flavorr—150,000 units per 5-cc. teaspoonful, bottles of 2 fi. oz. 


STABLE! READY TO USE! 


BIC LEN’ suscensiox 
SUSPENSION 


Benzathine Penicillin G (Dibenzylethyienediamine Dipenicillin G) 


Penicillin with a surety factor 
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are you interested in a low-fat 
quick and lasting energy breakfast? 


When a reduction of fat in the diet is indicated in 
the morning meal, the fat calories can be replaced 
by those of low-fat content yet providing well- 
balanced nourishment and quick and lasting energy 
throughout the morning hours. 

The Iowa Breakfast Blood Sugar Studies proved 


that a basic cereal and milk breakfast providing 
about 20 gm. mixed plant and animal protein 
(cereal and milk) provided quick and lasting energy 
throughout the early and late morning hours. As 
shown in the table below this morning meal is /ow 
in fat and provides well-balanced nourishment. 


basic cereal low-fat Netritive value of 

breakfast pattern basic cereal breakfast pattern 
Orange juice, fresh, % cup, CALORIES....... 502 VITAMIN A...... 6001.U. 
Cereal, dry weight, 1 0z., PROTEIN... 20.5gm. THIAMINE 0.46 mg. 
with whole milk, % cup, and sugar, 1 tsp., 
Bread, CALCIUM........ 0.532gm. ASCORBIC ACID. 65.5 mg. 
IRON...... 2.7mg. CHOLESTEROL .. 32.9 mg. 

black coffee 


Note: To further reduce fat and cholesterol use skim milk on cereol 
which reduces Fat Total to 7.0 gm. and Cholesterol Total to 16.8 mg. 
Preserves or honey as spread further reduces Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 

Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 

Cereal Institute, Inc.: A Summary of the lowa Breakfast Studies. Chicago: Cereal Institute, Inc., 1957 


CEREAL INSTITUTE, INC. 135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrifion 


Ne 

; xvill A.J.P.H. 


} Leite first In precision optics 


PRADO 
MICROPROJECTOR 


The extreme brilliance, clarity and defini- 
tion in screen images from the well-known 
PRADO moke it readily convertible from 
standard (Model 500) or 2¥%4"x2¥%" 
(Model 66) slide projector to microprojector. 


This portable unit may be carried easily 
from room to room and used wherever 
there is an electrical outlet. Light from the 
500-watt lamp, projected through os- 
pheric condensers in the blower-cooled PRADO, os m<roprojector 
PRADO, gives an image quality idea! for 
use in classroom or conference room 


For microprojection, the special micro 
attachment simply slides onto the power- 
condenser housing. The attachment 
provides an object stage ond adjustabie 
condenser lens with helical focusing. A 
similar attachment is available which 
allows the stage to be placed in a horizon- 
tal position to accommodate wet mounts 
The revolving nosepiece holds three objec- 
tives: 3.5x, 10x, and 25x. The high power 
objective is equipped with a spring- 
loaded mount. PRADO. o8 stondord side projector 


A reputation for integrity and a tradition of service have led thousands of scientific 
workers to bring their optical problems to Leitz. If you have problems in this field, 
why not let us help you with them? 


E. LEITZ, INC., Dept. PH-2 
468 Fourth Avenue, New York 16, N. Y. 


Please send me the Leitz 
. See your Leitz dealer and examine these Leitz 


instruments soon. Write for information. mame 


| 


©. LEITz, INC., 468 FOURTH AVENUE, NEW YORK 16, N.Y. 
Oistributors of the wortd-famous products of 
Ernst Leitz bow. Wetziar. Germany—Ernst Leitz Canada Ltd. 
LEICA CAMERAS - LENSES - MICROSCOPES - BINOCULARS 
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new oral antidiabetic agent 


(Folin- Wu Test) 


‘Used: investigationally in more'than 18,000 patients and dem- 
‘onstratéd to be effective in the majority of mild, adult casest 


= 


SERADEMARA, REG. PAT. DFF.-TOLBUTAMIDE, UPIOHM 


tFor full information, see your Upjohn representative ot write the 
Medicat Division, The’ Upjohn Company, Kalamazoo, Michigan. 
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The nature of the syphilis problem today is a matter of 


controversy. 


This article, proposing to abolish compulsory) 


premarital blood tests, will undoubtedly add fuel to the fire. 


SHOULD THE PREMARITAL BLOOD 


TEST BE COMPULSORY? 


Hedrich, SeD. and Charlotte Silrerman, VD 


HEN, ABOUT 1935. the compulsory 
W premarital blood test issue began 
to be pressed upon state legislatures 
and health departments, the cure of 
syphilis still involved upward of 18 
months of injections. once a week, with 
arsenicals or other toxic drugs. These 
prolonged, expensive. and sometimes 
dangerous treatments were often strenu- 
ously resisted by syphilitic patients, who 
frequently regarded the treatment as 
worse than the disease itself, 

Today. a single injection of bicillin 
is effective. As a result. cooperation 
with medicai and health authorities has 
improved tremendously. Moreover, it 
seems probable that some syphilis is 
cured accidentally through _ penicillin 
treatment of many nonvenereal infec- 
tions. 

The efficacy of penicillin was demon- 
strated by Mahoney in 1943, and by 
1945 it had begun to be used very 
widely. But even before that date, a 
number of other important forces were 


De PH. FAP HA. 


at work. Beginning about 1935. under 
the effective leadership of Surgeon Gen- 
eral Thomas W. Parran. newspapers. 
radio and magazines were persuaded to 
permit open discussion of the syphilis 
problem. Federal grants-in-aid were 
made to the states for intensifying pro- 
grams of case finding, treatment, and 
public education. Moreover, the sys- 
tematic examination and treatment of 
pregnant women was encouraged, and 
is now standard practice in many places. 
As a result of these various forces, the 
mortality and morbidity from syphilis 
have declined tremendously in the last 
two decades. 

As the most dependable statistical 
measures of the decline of syphilis we 
have taken: first. the rate of mortality 
from syphilis in infancy; and as the 
second best index, the reported mor- 
bidity from syphilis in the primary and 
secondary stages. These two indexes 
are believed to be least affected by the 


distortions from multiple reporting and 
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Table 1—Decline in Syphilis Mortality and Morbidity, United States 


Infant Mortality 
Due to Syphilis * 
Year No. of Deaths 


Registration Areas, Selected Years 1910-1956 


Death Rate 


Primary and Secondary 
Syphilis Cases Reported * 


No. of Cases 


Case Rate 


1910 
1915 
1920 
1925 
1930 
1935 


1940 
1941 
1942 
1943 
1944 


1945 
1946 
1947 
1948 
1949 


1950 
1951 
1952 
1953 
1954 


1955 
1956 


* Rates prior to 1940 are from 
Table 14, p. 249. 


Deaths and rates, 1940 through 1955. are from annual volumes of “‘Vital Statistics of U. 


-0 
3.5 
4 
9 
8 
-6 
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“Vital Statistics Rates in the United States, 


1900 1940,"" Bureau of the Census 


NOVS 


Mortality rates are per 100,000 population under one year of age. 


* From “VD Statistical Newsletter Supplement, 
Letter,” Issue No. 51 (Nov., 1956), USPHS. 
Case rates are per 100,000 


Reported Cases, 
(Data are based on fiscal vears.) 


1941-1955" tJaly, 1956) and “VD Statistical 


Populations are as of July 1, the start of fiscal vear 


: The Monthly Vitel Statistics Report, May 10, 1957 (NOVS) estimates 20 deaths from syphilis under age one 


the United States for 1956 (Table 3, page 20). 
too large to justify estimation of a rate. 


the late effects of syphilis contracted 
many years ago. 

Figure 1 shows that the mortality of 
syphilis in infancy dropped appreciably 
during the decade beginning with 1935. 
The most rapid decline of all. however. 
came during the penicillin era since 
1945 when the syphilis mortality of 
infancy dropped by more than a fourth 
annually on a geometric, or year-to-year 
basis. During the entire period from 
1910 until the present. the syphilis mor- 
tality of infancy dropped from 131.4 


As this estimate is based on a 10 per cent sample, its variability 


to less than 1.0 per 100,000 infants. a 
decline of more than 99 per cent (Table 
1}. During the year 1955, 29 states 
reported not a single death from syphilis 
in infancy. Moreover, provisional mor- 
tality statistics for 1956 suggest that this 
rapid progress toward the vanishing 
point continued into 1956 unabated 
(footnote f, Table 1). 

As to morbidity, Figure 1 and Table 
1 indicate that the reported case rates 
for primary and secondary syphilis. all 
ages. although subject to the vagaries o/ 


| 131.4 
129.0 
98.1 
84.8 
87.4 
76.5 
1,251 61.9 
1,042 43.8 68,231 51.73 
845 35.7 75,312 57.07 
739 26.8 82,204 63.83 
746 29.1 78.443 61.69 
684 2 77,007 60.54 
538 2 94.957 70.94 
517 1 106,539 75.57 
438 ! 80,528 55.89 
300 54,248 37.14 
201 32,148 21.57 . 
129 18.211 12.08 
| 92 11,991 7.87 
56 9.551 6.16 
43 7,688 4.87 
34 6.516 4.05 
t t 6.757 4.16 
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case reporting. have also declined at a 
very rapid rate. 

Among young adults, the sharp de- 
cline of the prevalence rate of syphilis 
is shown in Table 2 by Army data. This 
table indicates that syphilis among selec- 
tees or inductees has declined by more 
than 95 per cent since World War II: 
namely, from 45.3 per 1.000 in 1941 to 
1.6 per 1,000 last year. Granting that 
changes in Army policy as to admission 
of syphilitics into the Armed Forces may 
have introduced uncertainties into the 
data for certain years, the Army statis- 
tics are nevertheless consistent with the 
civilian data in indicating that the 
syphilis problem today is a very small 
fraction of what it was two decades ago. 
when compulsory premarital blood test 
legislation began to sweep through the 
land. Some recent publications. how- 
ever, still cite syphilis rates of about 
1941 as pointing to the magnitude of 
the syphilis problem.': * 


The "Rising Tide" of Syphilis 


In Figure 1 and Table 1. it is seen 
that the rate of reported cases of pri- 
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Figure 1—Infancy Death Rates from 
Syphilis; and Reported Case Rates all 
Ages for Primary and _ Secondary 
Syphilis. U. S. Registration Areas. 
1930—'956 
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Table 2—Prevalence of Syphilis Among 
Armed Forces Inductees, Available 
Years, 1941-1956 


No. 
Infected per 
Year 1,000 Inductees 

1941 
1943 (March- December) 32.37 
1944 (August December) 22.8 
1945 23.4 
1946 (January October) 10.9 
1947-1949 No data ape 
1950 (August. December) 4.2 
1951 a7 
1952 2:2 
1953 
1954 
1955 2.2 
1956 1.6 


* Data for 194) are from the chapter on Syphilis by 
E. Gurney Clark in Maxcy (Rosenau) “Preventive Medi- 
cine and Public Health” (1956 ed.. p. 265). Rates 
apply to selectees and volunteers. For whites, the 
rate was 17.4 per 1.000 and for nonwhites, 252.3. 

* Data for 1943, et seq., are quoted from a letter 
from Eugene Hamilton, chief, Medical Statistics Divi 
sion, Other of the Surgeon General, Dept. of the Army. 
that “‘at the beginning of World War I, 
with svphilis were acceptable for gen- 
eral military service 1942. . . an Army 
directive was issued to authorize induction of registrants 


He writes 
registrants not 
In December, 
with syphilis cardiovascular, and 


except cerebrospinal 


visceral.” 


mary and secondary syphilis did not de- 
cline in 1956: in fact. the reports indi- 
cate a slight rise." Maryland is one 
of the states which recently showed a 
rise in reported cases. In our state. 
in-migration of nonwhites from the 
South probably was a factor in this rise. 
It seems likely. however, that a more 


* The United States increase of 241  re- 
ported cases of primary and secondary syphilis 
during 1956 is more than accounted for by a 
puzzling increase in South Carolina from 105 
reported cases to 564 during the year. In 


only five state. did the reported incidence 
increase by as much as 50 cases (South 
Carolina, Illinois, Georgia, Maryland, and 


Massachusetts.) 

A letter received December 23. 1957, from 
Dr. R. W. Ball, chief, Venereal Disease Sec- 
tien, South Carolina State Board of Health, 
attributes the sharp 1956 rise in cases in that 
state to an intensified case-finding program. 
Dr. Ball adds his own conclusion that the com- 
pulsory premarital blood test law is not justi- 
fied in his state. 
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important factor in most states was a 
heavy increase in the young adult popu- 
lation, the most rapid known in our 
history. We have estimated * that in 
the current two-year period, the popu- 
lation of 16-year-olds in Maryland is 
increasing by fully one-third, due to the 
sharp increase of the birth rate in the 
early 1940's. This heavy increase in 
young adults will doubtless have a re- 
tarding effect on the decline of syphilis 
morbidity, but we thoroughly agree with 
the statement by Moore * that the facts 
do not justify the recent alarm as to a 
“rising tide” of syphilis.* 


Does the Compulsory Premarital Blood 
Test Reduce Syphilis Rates? 


After Connecticut adopted the com- 
pulsory premarital blood test in 1935, 
compulsory legislation was extended 
rapidly to other states under the influ- 
ence of intensive publicity campaigns 
and pressure from lay organizations. 
Nelson ® indicated that in few, if any. 
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Figure 2—Decline of Infant Mortality 
from Syphilis in 30 Areas with the 
Compulsory Premarital Blood Test, 
and in Nine Areas Without the Com- 
pulsory Test; 1945-1955 (Log Scale) 
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Figure 3—Decline of Infant Mortality 
from Syphilis in 30 Areas with the 
Compulsory Premarital Blood Test, 
and in Nine Areas Without the Com- 
pulsory Test; 1945-1955 (Arithmetic 
Seale) 


states was compulsory legislation sought 
by state medical or public health 
authorities. 

Before 1945, a total of 30 state legis- 
latures had enacted a compulsory law. 
During the next decade, ten additional 
states adopted such laws. Through 
1955. however, nine areas had _persist- 
entiy refused to adopt a compulsory 
law. Listed in rough order from north 
to south, these noncompulsory areas 
were: Minnesota. Washington, Nevada. 
Maryland. the District of Columbia. 
South Carolina, Arizona, New Mexico. 
and Mississippi. It will be noted that 
these noncompulsory areas were mainly 
in the South, all except Minnesota and 
Washington having appreciable propor- 
tions of nonwhites. Since the South has 
always had relatively high syphilis rates. 
it follows that the noncompulsory areas, 
predominantly in the South. have had 
higher syphilis rates than have the com- 
pulsory areas. More significant to this 
discussion, therefore, is the question of 
whether syphilis has declined as rapidly 
in the noncompulsory areas as in the 
states which adopted the compulsory 
premarital blood test. 

Figure 2. which is drawn on a loga- 
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Table 3—Decline in Infant Mortality from Syphilis in States With 


and Without the Compulsory Premarital Blood Test 


Compulsory Areas * 


Noncompulsory Areas * 


Death 


Infants Death Infant 
Year Deaths Rate ¢ Deaths Rate t 
1945 329 7.3 125 42.6 
1946 270 11.6 94 ‘fe 
1947 250 9.5 81 21.2 
1948 213 8.5 re 19.8 
1949 131 4.5 48 12.8 
1950 &2 3.28 32 8.55 
1951 17 1.78 25 6.32 
1952 37 1.36 9 2.22 
1953 15 0.55 14 3.42 
1954 21 0.73 l 0.23 
1955 15 0.52 5 1.16 


“Compulsory 


in approximate order of effective date are: Connecticut, 


are 3 states which adopted the compulsory premarital blood test before 1945. 
Illinois, 


These states 


Wisconsin. Michigan, Rhode Island. New Jersey. 


New York, New Hampshire. Oregon. North Carolina, West Virginia, North Dakota, South Dakota, California, Colorado. 


Indiana, Pennsyivania. Virginia, Kentucky, lowa, Maine, Tennessee, Utah. Vermont, Ohio, Idaho, Wvoming, Massa- 
chusetts, Nebraska, and Missouri 

Dates of adoption are in “Premarital Health Examination Legislation.”” USPHS, 1954. 

* “Noncompulsory Areas’ are nine areas which had not adopted the compulsory premarital blood test prior to 
January, 1956, Argzona, District of Columbia, Maryland, Minnesota, Mississippi, Nevada. New Mexico. South 


Carolina, and Washington State. (Dr. Robert D 


Wright. regional director of the Public Health Service, advises that 


Arizona and New Mexico have adopted the compulsory legislation since 1955.) 


Ten states which adopted the compulsory test 


showed practically the same rate 
Infant death rate from evphilis per 100.000 live births 


rithmic or ratio scale, shows clearly that 
percentage-wise, the death rate from 
syphilis in infancy declined during the 
last decade fully as rapidly in the nine 
nencompulsory areas as in the 30 states 
in which the premarital blood test was 
compulsory during the entire decade 
1945-1955. For recent years the small 
numbers of syphilis deaths have made 
the curves somewhat erratic. For ex- 
ample. there was only one death from 
infant syphilis in the nine noncompul- 
sory areas in 1954. It is clear, never- 
theless, from the figure and from Table 
3 that the infant mortality from syphilis 
declined during the last decade by about 
97 per cent in both compulsory and 
noncompulsory areas. (A breakdown 
of the figures by race. not shown here, 
indicates that this equality of decline 
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of decline in infant mortality from 


net included this table Ther 


exyphilis as the two groupe given here. 


1945 ani 1955 are in 


between compulsory and noncompulsory 
areas held for each race.) 

Figure 3, showing the same compari- 
son as Figure 2. but on an arithmetic 
scale. indicates that the arithmetic or 
absolute decline was decidedly the 
greater in the noncompulsory areas. 

The reported morbidity of syphilis in 
primary and secondary stages dropped 
from 1945 to 1956 by approximately 
equal amounts in both types of areas; 
viz. 93.5 per cent in the compulsory 
areas and 93.3 per cent in the non- 
compulsory. 

To sum up: The statistical evidence 
suggests that at least during the last 
decade the mortality and morbidity 
from syphilis were not influenced greatly 
by the compulsory premarital blood 
test. The tremendous declines observed 
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seem attributable to other factors such 
as intensified case finding, the wide- 
spread examination and treatment of 
pregnant women and particularly to im- 
proved therapy with penicillin.* 


Financial Costs of the Blood Tests 


In the “compulsory” areas more than 
2.5 million persons marry annually. 
Assuming a medical and laboratory cost 
of only three dollars per person, the 
total cost of the compulsory premarital 
blood test in the United States exceeds 
7.5 million dollars per year, without 
administrative overhead. 

In California, Condit and Brewer * 
reported that as long ago as 1951 the 
cost of finding an unknown case of 
syphilis [whether infectious or not] was 
$2,741 and was rapidly rising. By now, 
this cost must at least have doubled. 

In upstate New York, the cost has been 
even higher. Unpublished data ® indi- 
cate that in 1954 the number of pre- 
viously unknown infectious cases of 
syphilis revealed to the State Health 
Department by means of the compulsory 
premarital blood test was less than one 
per 10,000 persons examined. It has 
been emphasized that the reporting of 
these positives is incomplete. Never- 
theless, the cost of finding an infectious 
case by this method by now probably 
exceeds $25,000. In Saskatchewan,'” 
from 1951 to 1955, out of 67.561 pre- 
marital tests 36 previously unreported 
cases were found, of which only three 
were in the early, infectious stages, less 


* At the presentation of this paper, a dis- 
cussant pointed to the opposing viewpoint of 
Magnuson, et al.,2° who concluded that after, 
and because of, introduction of the compul- 
sory premarital blood test, the infant mortality 
from syphilis declined faster than before. We 
question that conclusion (a) because expect- 
ancies of Magnuson, et al., being projections 
of only three years of data, are inadequate,*! 
and (b) particularly because the credit which 
they give to the premarital test could, by use 
of their data and the post hoc reasoning em- 
ployed, be attributed with equal force to the 
prenatal test and to other causative factors. 


130 


than one per 20,000 examinations. Ob- 
viously, as syphilis becomes rarer. these 
costs per case found are destined to be- 
come astronomical. 


False-Positive Reactions to the Blood 
Test 


From the time the first serologic test 
for syphilis was developed 50 years ago 
up to the present day, nonspecific 
testing materials have been used in 
standard laboratory procedures for the 
diagnosis of syphilis. That these tests 
have sometimes led to false-positive 
findings has been known for many 
years. The hope of a specific test for 
syphilis seemed realized when in 1949 
Nelson and Mayer'' developed the 
Treponema pallidum immobilization 
(TPI) test. ' This was followed by the 
Treponema pallidum complement-fixa- 
tion (TPCF) test and related proced- 
ures. Unfortunately, none of these 
refined and specific tests for syphilis has 
proved capable of giving unequivocal 
results. In the words of Magnuson and 
Portnoy,'* “the fond dream of many 
clinicians that some one test represents 
the single definitive procedure seems 
doomed to failure. It is more likely 
that one or more of the treponemal tests 
can be expected to reduce the margin of 
diagnostic error but never to eliminate 
it.” 

Within recent years, the problem of 
biologic false-positive reactions has re- 
ceived increased attention. The marked 
decline in syphilis prevalence has not 
been accompanied by a similar decline 
in the prevalence of false reactors, with 
the result that the relative number of 
such false reactions has been increasing. 

In 1950, Mohr and his associates '° 
reported that in a group of private pa- 
tients who seemed by careful clinical 
and laboratory investigation to have late 
latent syphilis, 24 per cent had negative 
reactions to the TPI test. This year. 
in six counties of Maryland. more than 
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8,000 Negro residents participated in a 
blood testing survey. In this so-called 
high prevalence group which would be 
expected to have relatively few biologic 
false-positive reactors, 12 per cent of 
those found positive to standard se- 
rologic tests had negative reactions to 
the TPCF test." 

The lack of agreement among se- 
rologic tests is evident, as is the inescap- 
able need for repeated and often exten- 
sive investigations to determine the true 
significance of a single positive serolo- 
gic test for syphilis." 

The impact of a false label of syphi- 
lis may be shattering, as some recorded 
case histories have indicated..* The 
present-day benefits from blood testing 
of low prevalence groups must be 
weighed against the damage resulting 
from an increasing proportion of false- 
positive reactions. 


Views of Other Professional Groups 


Numerous professional individuals 
and groups have for some time ques- 
tioned the justifiability of the compul- 
sory premarital blood test for syphilis. 
Nelson,® in 1947, when he was director 
of the Bureau of Venereal Diseases of 
the Baltimore City Health Department, 
prepared what has become a classic 
statement, titled “Why Is a Premarital 
Blood Test Law Unsound Legislation ?”. 
for presentation to the Maryland State 
Legislature. He effectively pointed out 
that this type of legislation fails to ac- 
complish each of its four stated pur- 
poses: it is an inefficient way of finding 
cases of syphilis and preventing further 
spread; it rarely prevents infection of 
the marital partner: it does not con- 
tribute materially to the prevention of 
congenital syphilis: and it does not edu- 
cate the public about syphilis because 
it perpetuates the misunderstanding that 
syphilis can be controlled by making 
tests. 

At a symposium of the American 
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Academy of Dermatology and Syphil- 
ology on compulsory blood testing last 
year. it was concluded that careful epi- 
demiologic studies, not assumed theo- 
ries, are urgently needed either to 
confirm or refute the value of the com- 
pulsory premarital blood test.'7 

At a meeting of public health statis- 
ticians of the New England and Mid- 
Auantic States in New York in 
September, 1956, it was concluded that 
the premarital blood test was no longer 
justified and that repeal of laws re- 
quiring it was in order.’* 

At the Third National Conference of 
State and Territorial Epidemiologists 
held in Atlanta in April, 1957, extensive 
discussion followed the report of the 
group assigned the subject “Should 
Premarital Blood Tests Be Compul- 
sory?” The report, as first prepared, 
answered this question in the affirmative, 
but it was subsequently amended be- 
cause discussion failed to reveal any 
evidence for the effectiveness of pre- 
marital blood testing at the present 
time. The report finally recommended 
that the premarital blood test should be 
compulsory only if it is necessary to 
secure or maintain other desirable 
premarital legislation.'® 


Summary 


In this report the advances in syphi- 
lis control and their remarkable accom- 
plishments during the past two decades 
are reviewed. Using syphilis mortality 
in infancy and syphilis morbidity in 
the infectious stage as two measures of 
progress, it is pointed out that there 
has been a precipitous decline in re- 
cently acquired syphilis in the country 
as a whole. 

The percentage decline has occurred 
equally in states without a compulsory 
premarital blood test law and in states 
with such a law. During the last decade, 
the infant death rate from syphilis de- 
clined by slightly more than 97 per cent 
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in both compulsory and noncompulsory 
areas. Similarly, the reported mor- 
bidity rates in the primary and second- 
ary stages of syphilis dropped in the 
compulsory areas by 93.5 per cent and 
in the noncompulsory by 93.3 per cent, 
from 1945 to 1956. 

These findings suggest that the com- 
pulsory premarital blood test laws exert 
very little influence on syphilis mortality 
and morbidity. Other factors such as 
prenatal blood testing, improved case 
finding, and particularly penicillin treat- 
ment have more likely been responsible 
for the rapid decline in syphilis. 

Furthermore, premarital blood test- 
ing reveals so few infectious cases of 
syphilis as to make it an unproductive 
method of case finding as well as an 
enormously expensive one. Added to 
these deficiencies, is the increasing 
problem of false-positive reactions in 
blood tests, a problem which will be- 
come even more serious as syphilis de- 
clines further. 

For these reasons, it is our conclusion 
that compulsory premarital blood test 
laws may create more penalties than 
benefits for our population and can no 


longer be justified. 
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Mental health and disease will undoubtedly be a major area of 
community health action in the years ahead. Such action 
will have to be based on knowledge and understanding, much 


of which is still to be obtained. 


Dr. Felix shows how the 


National Institute of Mental Health is working to meet these needs. 


PROGRAMS AND ACTIVITIES OF THE NATIONAL 
INSTITUTE OF MENTAL HEALTH RELEVANT 
TO CHILDREN AND CHILD CARE 


Robert H. Felix, M.D. F.AP.H.A. 


HE NATIONAL Institute of Mental 

Health is an organization for re- 
search in mental health and_ illness, 
training of mental health personnel, and 
for the provision of consultant services, 
essential for the implementation of 
these and other research findings in the 
field of mental health. Much of the 
Institute's work, in research, training. 
community services, and special areas 
of study bears directly on the mental 
health of mothers and children. 

In research the Institute is conducting 
and supporting 139 projects concerned 
with childhood development and_be- 
havior, including such problems as 
juvenile delinquency, mental retarda- 
tion, and emotional disturbances in chil- 
dren. Thirty-two of these are part of 
the Institute's own research program 
conducted at Bethesda, while the others 
are supported by NIMH grants in 
medical schools, universities, clinics, 
guidance and counseling centers, hospi- 
tals, and other nongovernmental institu- 
tions over the country. Twenty per 
cent of all the Institute's grant-supported 
research is devoted to studies of child 
development. 
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A total of 36 grant-supported projects 
directly relate to school mental health. 
A large proportion of the money allo- 
cated for these projects (71 per cent in 
1956) is for studies bearing on the 
mental health of all school children. 
The rest is being spent on projects relat- 
ing to services for school-age children 
with mental health problems. One such 
study is concerned with school phobia, 
an unreasoning fear of school observed 
in some younger children, which appears 
to be related to unconscious overprotec- 
tive attitudes of the mothers. 

There are also a considerable number 
of projects concerned directly with emo- 
tional disturbances in children. These 
range from studies of severe disturbance 
in preschool children to the relationship 
of temperament to the child’s ability to 
cope with his problems. Among the 
research projects in this area are studies 
on sense of reality in schizophrenic chil- 
dren. play patterns in schizophrenic 
children as compared with normal chil- 
dren, psychosomatic disorders of chil- 
dren, and a study of autistic children. 

The Institute is also supporting a 
number of studies related to the field 
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ef normal and abnormal child develop- 
ment. Some of these are investigating 
parental influence on the child's per- 
sonality, perceptual and personality 
changes in children, longitudinal studies 
of child growth and development, fear. 
aggression and dependency in chidren. 
and means of improving the social de- 
velopment of rejected children as well 
as of developing self-control in children. 

In its own research program at the 
Clinical Center scientists in the Child 
Development Section are conducting a 
series of meticulous studies through 
which they hope to gather scientifically 
accurate facts on mother-child relation- 
ships and on the effect of early envi- 
ronmental factors on intellectual and 
personality growth. Seeking basic in- 
formation on normal child development. 
these psychologists are working with 
normal, healthy babies and their moth- 
ers. In their research on mother-child 
relationships, they have set up separate 
studies on the personality characteristics 
of the babies themselves, on the mothers’ 
attitudes toward their babies before and 
after birth, and on how mothers and 
children relate to each other at different 
stages in the child’s development. 

In order to record and compare ac- 
curate data on the emotional variables 
that enter into the mother-child relation- 
ship, these experimenters have worked 
out a method whereby they can observe 
and record the psychologic factors in- 
volved. With this technic they can 
study the parents, the children, and the 
interaction effects of different kinds of 
parents and different kinds of infants 

_an each other. By recording such data 
po populations of mother-child 
pairs as the children grow into adult- 
hood, it should be possible, in time, to 
determine what factors in this relation- 
ship lead to either adjusted or malad- 
justed behavior in later life. Needless 
to say, this kind of scientific knowledge 

would provide accurate premises on 


which to base preventive and therapeutic 
measures and to improve children’= 
mental health. 

A vast amount of research data on 
the mother-child relationship is already 
available to the Institute from the 
Berkeley Growth Study where records 
have been kept on children studied from 
birth to from 18 to 25 years of age. 
Institute scientists are analyzing these 
records and using them in designing 
procedures for new longitudinal studies 
in this field. 

At its Mental Health Study Center 
in Prince Georges County, Md., the In- 
stitute is conducting long-range studie~ 
in the area of community mental health. 
This county, located on the outskirts of 
Washington. D. C., provides a labora- 
tory which lends itself especially well to 
population studies in mental health. 
Within it are both urban and rural com- 
munities and areas with widely differing 
socioeconomic conditions. One of the 
center's research projects, now in_ its 
third year, is the gathering of county- 
wide data on reading disability among 
school children. The study is designed 
to get at the facts about the psychologic 
and sociologic factors involved in this 
problem. The investigators have made 
a comprehensive survey of the level of 
reading ability in the county as a whole 
and also by geographic units and have 
found that there are great differences 
from one area to another. Maps of the 
county portraying several levels of read- 
ing ability reveal well defined clusters of 
high performing schools and equally 
well defined clusters of low performing 
schools. Those that rated high or low 
in reading ability corresponded in gen- 
eral with neighborhoods rated high or 
low by the National Capital Park and 
Planning Commission when surveved 
according to the quality of housing. 
population density, and rate of social 
assistance and juvenile court cases. The 
apparent connection between reading 
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disability and the socioeconomic condi- 
tions under which children live will be 
studied further this year. 

To people working in public health, 
the frustrating business of trying to ac- 
complish what is crying to be done 
without half enough people to do it is 
an old story. This is the situation with 
regard to trained personnel in all the 
professions that deal with mental health 
and mental To make matters 
more difficult, there is also a shortage 
of training facilities, of specialized 
courses, and of instructors qualified to 
teach such courses. Few teachers’ col- 
leges, for instance. can offer the kind of 
special training needed to teach children 
who are mentally handicapped or those 
with serious emotional disorders. 

To help overcome this situation the 
NIMH has provided grant support on 
a graduate level for teaching and 
traineeships and has also provided 
senior stipends in the mental health dis- 
ciplines. Recently teaching grants on 
an undergraduate level in psychiatry 
and psychiatric nursing have also been 
made available. In 1958 a limited pro- 
gram, providing teaching and graduate 
stipends for doctoral programs, will be 
initiated. The purpose of this program 
is to train personnel to do research in 
such areas as the study of personality. 
child psychology, and physiologic, so- 
cial, and experimental psychology. It 
will provide support to training for re- 
search or service roles in specific areas. 
such as mental retardation and delin- 
quency. Altogether, since the Institute's 
grants’ program started in 1947, about 
4.000 persons have received support for 
training in the mental health field. 

There are several projects supported 
by NIMH grants in which programs are 
being developed to train psychologists. 
teachers, social workers. therapists, and 
other professionals in the care and treat- 
ment of retarded. delinquent. and emo- 
tionally disturbed children. One is at 
the George Peabody College for Teach- 


illness. 
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ers at Nashville. Tenn., another at the 
Judge Baker Guidance Center at Boston. 


Mass. The Institute has also supported 
seminars at which pediatricians, teach- 
ers. health workers, and others who 
work with the mentally retarded can 
learn about the latest findings in re- 
search, care. and treatment of the 
retarded. 

These are just a few examples of how 
the Institute’s training program benefits 
services for mothers and children. In 
addition, grants are directly responsible 
for the inauguration of mental health 
curriculums for all student health officers 
in the 10 schools of public health in the 
United States. 

In addition to its research and train- 
ing activities. the Institute helps in sup- 
plying better services to mothers and 
children by giving financial assistance 
to the states through its grants-in-aid 
program. Funds supplied by NIMH 
have helped the states to develop new 
community mental health programs and 
expand their old ones. Mental health 
clinics which include direct and indi- 
rect services to mothers and children 
have been established and extended in 
many of the states. Consultation by 
the professional staff of these clinics 
enables other community agencies, such 
as the schools, social agencies, and 
courts to provide services to mothers 
and children. Stimulated by the federal 
programs, more states are now giving 
attention to the care, treatment. and 
education of mentally retarded children. 
A number have appropriated funds for 
increasing community mental health 
services. Seven states have passed leg- 
islation establishing a permanent system 
of state aid to local units of government 
for the support of community mental 
health services—New York, Connecticut, 
Indiana. California, Minnesota, New 


Jersey, and Vermont. Whatever is done 
to promote better mental health in our 
communities is of benefit to the parents 
and children who live in these commu- 
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nities. I should mention, however, that 
many more mental health facilities and 
services are needed in the states and 
communities of our nation. 

In addition to funds, the Institute 
provides technical assistance to the states 
through its staff of mental health con- 
sultants at headquarters and in the de- 
partmental regional offices throughout 
the country. The mental health staff 
in the regions work closely and share 
information with representatives of the 
Children’s Bureau, the Office of Educa- 
tion, and other federal agencies con- 
cerned with the welfare of mothers and 
children. The Institute's Community 
Services Branch has recently expanded 
its efforts through the inauguration of 
a series of special projects and demon- 
strations. One of these, a school mental 
health demonstration project which will 
involve two Florida counties, is a good 
example of how the National Institute 
of Mental Health works with state and 
local agencies to develop mental health 
programs for children. It is sponsored 


by the Community Services Branch of 


the National Institute of Mental Health. 
the Florida State. Board of Health. and 
the Florida State Department of Edu- 
cation. Working with them are the two 
county school systems and county health 
departments. 

The project is designed to show how 
a rural or semirural county too small 
in population to support a mental health 
clinic can develop a workable school 
mental health program by the addition 
of one clinically trained mental health 
specialist and the better utilization of 
present public health and education re- 
sources. With the help of NIMH spe- 
cialists in school mental health, one of 
the counties has already set up such a 
program. It makes use of the same well 
established public health case-finding 
practices that are used in regular school 
health programs, but adapts them to 
identifying and dealing with minor 
emotional disturbances in children. The 


school and public health personnel are 
also utilized for this program in much 
the same way they are employed in a 
regular school health program. 

Two NIMH participant-observers as- 
signed to this project will prepare a 
descriptive report for publication. Next 
vear they will work with the school and 
public health people in the second 
county in developing a similar school 
mental health project that can be used 
for demonstration purposes. 

The NIMH also carries on a wide 
range of activities in connection with 
special mental health problem areas. 
such as juvenile delinquency. rehabilita- 
tion of mental patients, aging. drug 
addiction, and mental retardation. 

A problem that plagues all of us who 
are interested in the welfare ‘of children 
and young people is that of juvenile 
delinquency. Experts in the various 
disciplines concerned with human be- 
havior have been trying. through vari- 
ous kinds of research to get at the causes 
of deviant and antisocial behavior among 
juveniles. It is a general belief among 
scientists that the best answers will 
eventually come from basic research on 
child development and family relation- 
ships, such as that previously mentioned. 
A more direct approach is being made. 
however, in studies which deal with the 
behavioral patterns of delinquents and 
potential delinquents and the socio- 
economic environmental factors that 
may contribute to delinquency. Insti- 
tute scientists are compiling significant 
data along this line in their work with 
a group of hyperaggressive boys. In 
addition, the NIMH is giving financial 
support to some 18 other projects in 
this field, including a pilot study of 
families of antisocial young children: a 
study of community, interpersonal, and 
personality factors in juvenile delin- 
quency: an investigation of juvenile de- 
linquency from the public health and 
clinical points of view: and a study of 
the factors which influence the use of 
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drugs by adolescents in New York City. 


The National Institute of Mental 
Health is also concentrating heavily on 
mental retardation, another of 


major concern to those interested in the 
welfare of children, and has joined with 
other governmental and public agencies 
in a concerted attack on this long- 
neglected problem of mental retardation. 
The National Association for Retarded 
Children and the American Association 
on Mental Deficiency have both been 
doing research for which the NIMH 
has given grant support. The former has 
just completed its project, set up to 
review current research into various 
causes of mental retardation. discover 
promising areas of new research, and 
to determine the ways in which the Na- 
tional Association for Retarded Chil- 
dren may promote greater activity in 
relation to mental retardation. The 
’ AAMD project, which is still under way, 
will assess the present situation in the 
United States and define needed research 
areas. Specialists working on the proj- 
ect will also formulate improved methods 
of care and propose ways of integrating 
the retarded population into our present 
social structure through such endeavors 
as improved home training programs. 
more adequate community and educa- 
tional facilities, and more effective train- 
ing methods and inservice education for 
professional workers. 

The NIMH is also giving direct sup- 
port to 17 extramural research projects 
in this area and is continuing basic re- 
search at the institute into the causes 
of mental deficiency. 

Scientists at NIMH, as well as grant- 
supported investigators, are continuing 
their research on phenylpyruvic oligo- 
phrenia, a disease which has been recog- 
nized as one cause of severe mental 
retardation. This ailment is caused by 
inability of the body to handle dietary 
protein. It has been found that the dis- 
ease can be controlled by a synthetic 
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diet and if the condition is detected 
early enough, its ravages can be pre- 
vented. 

In another important Institute _re- 
search project. scientists have devised a 
simple testing technic for distinguish- 
ing children whose retardation stems 
from brain injury from those in whom 
retardation is caused by other factors. 
This test holds promise for providing 
better services for mentally retarded 
children, based on more accurate diag- 
nosis of their condition and potentiality 
for improvement. 

Much of the Institute's research in 
this field is aimed at defining measur- 
able degrees in mental retardation. We 
are finding more and more that children 
who have been considered as uneducable 
can be taught to care for themselves 
and, as they grow older, to perform 
simple tasks through which they can 
earn money and gain a sense of achieve- 
ment. As a result of such research. 
many of these children who would other- 
wise be quite helpless and dependent 
grow to be quite self-sufficient and in 
some cases self-supporting. 

A new project receiving NIMH sup- 
port this vear is designed to point up 
the differences between children who are 
mentally retarded and those who are 
suffering from childhood schizophrenia. 
There is a tendency to lump together 
under the label “mental retardation” 
various types of childhood disorders 
and there is need for more accurate 
differential diagnosis in order to deal 
with the diseases as separate entities. 
The investigators on this project will 
make a comparative study of retarded, 
normal, schizophrenic children 
through observations of their behavior 
in a play setting. 

There is a great and growing public — 
concern for the mental health of chil- 
dren in our country. Parents, teach- 
ers. physicians. welfare workers. nurses 
—all concerned with children—are eager 
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for information on how to keep them the discovery of more of these answers 
mentally healthy. As definitive answers —_ and toward the development of the pro- 
become available, they can be translated _ fessional personnel, the facilities, the 
into services and programs for mothers services, and the methods and technics 
and children. NIMH is working toward needed to apply the findings. 


Dr. Felix is director, National Institute of Mental Health, National Institutes of Health, 
Public Health Service, U. S. Department of Health, Education and Welfare, Bethesda, Md. 

This paper was presented before the Maternal and Child Health Section of the American 
Public Health Association at the Eighty-Fifth Annual Meeting in Cleveland, Ohio, November 12, 
1957. 


National Advisory Committee Meeting 


The National Advisory Committee on Local Health Departments will hold its 
10th Annual Meeting in Philadelphia on March 18. The subject, “New Patterns of 
Community Health Services: What Should They Be.” will be discussed in small 
groups and be related to the business community, the existing health organizations 
in the community, including hospitals, the political economy, and the attitudes of 
the citizens themselves. Each discussion group will include health administrators 
and other personnel from both voluntary and official agencies, social scientists, public 
officials, business, labor, and farm representatives, and hospital administrators. 

On the basis of an all morning meeting and a final late afternoon meeting the com- 
mittee will try to chart its course for the coming year. At a dinner in conjunction 
with the National Health Forum, David E. Price, M.D., Dr.P.H., chief, Bureau of 
State Services, Public Health Service, will speak for the committee. The first session 
of the forum on the afternoon of March 18 will be open to those attending the 
NACLHD meeting. 

George James, M.D., a deputy commissioner of health of New York City, is chair- 
man of the committee planning this meeting. Clarissa E. Boyd, director of program 
development services. National Tuberculosis Association, is chairman of NACLHD. 
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“Public health is people” is by now a well worn phrase. 


W hat 


it actually means in the strategy and tactics of public health 


practice is clearly stated in the following articles. 


ATTITUDES AND REACTIONS OF THE 
PUBLIC TO HEALTH PROGRAMS 


Samuel M. Wishik, M.D.. M.P.H., F.A.P.H.A. 


T 1s well recognized that health is not 
| a product that can be given, but one 
that must be accepted and maintained. 
Consequently, all public health activi- 
ties, even those of a direct service na- 
ture, must have a strong component of 
health education. The goals of our 
health education efforts can be placed 
at three levels. The first level, that of 
transmitting information, is by no means 
a simple task, since it is not easy to get 
people even to listen, let alone to hear. 
The second level of effective health edu- 
cation is the change in attitudes that 
may be engendered and the third is the 
change in practices. Once information 
is acquired, its application to one’s own 
health protection and improvement re- 
quires personal effort and a certain de- 
gree of self-discipline. As has been 
often stated, new ideas and practices do 
not move into a vacuum, but must dis- 
place traditional and established atti- 
tudes and customs. The displacement 
is not a painless one to the individual 
concerned. 

The two papers that follow are focused 
primarily at the second level. They 
attempt to observe the attitudes of people 
toward certain public health activities 
and to assess some of the factors that 
may have motivated them to accept or 
reject a recommended program. 

When these papers were presented at 
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the Annual Meeting of the American 
Public Health Association in Cleveland 
in November, 1957, they were discussed 
by two panels, one of social scientists 
and another of public health workers.* 
The discussion promptly left the spe- 
cific subject of polio to consider the 
implications for public health activities 
in general. Some of the emphases that 
were made are summarized here. 

A person’s motivations are com- 
pounded out of his previous personal 
experience and the cultural background 
from which he derives and in which he 
moves. The public health worker finds 
it rather easy to understand cultural in- 
fluences when they are exotic. When 
a group of public health workers in a 
midwestern state were questioned re- 
cently about cultural factors that might 
affect their daily work, one answer was 
to the effect that since their clients were 
all 100 per cent Americans of old stock, 
there were no cultural factors. Obvi- 
ously, culture is here as well as in Bali, 
if only we can see it around us. 

Professional persons more often than 
not are different in many ways from 


* Behavioral 


Sciences Panel—-Stanley H. 
Ph.D., and Richard W. Wallen, 
Ph.D. 


Public Health Panel—Betty W. Bond, 
Ph.D.; Anne Burns, B.N.; Viron L. Diefen- 
bach, D.D.S.; George James, M.D.; and 
Marguerite J. Queneau. 
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their patients and clients. Allison Davis 
has pointed out so well, for example, the 
tremendous difference in social origin 
and class position between many school 
children and their teachers. The differ- 
ences between the public health worker 
and Jhis client introduce obstacles in 
communication between them.  Recog- 
nizing this, the worker must strive for 
a number of compensations that may 
help to overcome the obstacles of class 
difference. Some specific efforts follow: 

1. We should try to recognize that 
our standards are not necessarily identi- 
cal with the optimum merely because 
they are ours. We should question as 
objectively as we can the bases for our 
points of view. To what extent, for 
example, are our recommendations and 
advice influenced by our own food 
preferences, attitudes toward smoking. 
and feelings about obesity ? \ 

2. We should not fall into the easy 
habit of regarding our own group as 
the most advanced. Otto Klineberg in 
his book, “Race Differences.” semiface- 
tiously points out that anthropological 
studies which presume to demonstrate 
a favored intellectual position for one 
or another group of mankind, by a 
strange coincidence. usually identify 
that group as that one from which the 
investigator doing the anthropological 
study himself derives. 

3. Having become sensitive to the 
difference between our clients and our- 
selves we may place too high a premium 
on being liked by them. In our desire 
to be liked we may neutralize our effec- 
tiveness. The client, in turn, may try to 
please us by giving us information that 
will fit whatever we seem to be seeking. 
The leading question and the satisfying 
answer are examples of this. 

It is not necessary. moreover. to be 
like the clients to be liked by them. 
The professional person does not have 
to use poor grammar because the client 
does. Nevertheless, the effective educa- 
tor must begin where his clients are in 


information and attitudes and work 
from that point toward the desired goals. 
This is not the same as being where 
they are as people. The public health 
nurse does not have to wear stockings 
with runs in them when she makes a 
home visit in a slum area. Sloppiness 
on her part would depart from the role 
definition or picture of the professional 
person that is held by people in all 
classes of life. Instead. she retains the 
integrity as a professional worker and 
the dignity that are expected of her. 
Thereby. she gains the respect of the 
client. while her evident effort to under- 
stand his point of view obtains his 
cooperation. 

4. Because of social differences. the 
professional worker must exercise great 
discipline in the use of language. For 
one, it should be at an understandable 
level appropriate to the educational 
achievement of the group one is trying 
to reach. What has received less em- 
phasis than the importance of avoiding 
technical jargon is the tendency to use 
words with unnecessarily unfavorable 
connotations, such as “a shot” for a 
polio injection. The fact that the ex- 
pression has become part of general 
usage by the public is no justification 
for our perpetuating it. To the child 
who hears it for the first time. the 
threatening implications are just as fresh 
and strong. And perhaps we might 
speak of a child’s going to the hospital 
to have his tonsils “fixed” rather than 
“removed.” 

5. Since it is more economical and 
often more effective to reach groups 
rather than individuals, and since or- 
ganized groups are easier to reach than 
collections of unorganized individuals. 
public health workers should try to 
exploit the people’s own groupings and 
potential for grouping. 

Of course, the public health educator 
should seek for natural leadership in a 
group to support his public health efforts 
among them. In somewhat a different 
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role than that of a leader. a member of 
the group can be established as a go- 
between or intermediary between the 
public health worker and the group. 
Continuing attention needs to be given, 
however, to the possibility that the in- 
termediary will identified 
with the public health worker that he 
is no longer a representative member 
of his group. 

The general extent to which people 
“cooperate” with public health pro- 
grams is at times affected by their eco- 
nomic level, but 


become so 


more often seems to 
be related to the number of years they 
have attended school. distinction 
should. of made 
vears of educational achievement and 


course, be hetween 


school of Public Health, Pittsburgh, Pa. 


Dr. Wishik is professor of maternal and child health, University of Pittsburgh Graduate 
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The 
erative’ members of society are not a 
degraded group with inherent deficien- 
cies, but rather are graphic evidence of 
our own inability as public health work- 


native intelligence. , “noncoop- 


ers to reach and to influence them. The 
social scientist helps the public health 
worker to identify such segments of the 
population for whom more cencentrated 
efforts may be indicated. 

In this and in other ways the social 
scientist is more and more being looked 
at as an important member of the pub- 
lic health team. Hopefully. the public 
health worker in turn is gaining a place 
and recognizing for himself a role as a 
member of the broader community-wide 
social science team. 


These remarks were presented before a Joint Session of the American School Health Associa 
tion, Dental Health, Food and Nutrition, Health Officers, Maternal and Child Health, Mental 


Health. Public Health Education, and Public 


program? 


National Foundation for Infantile Paralysis. 


What factors influence the way in which people react to a health 


Health Nursing Sections of the American Public 
Health Association at the Eighty-Fifth Annual Meeting in Cleveland. Ohio. November 11-15, 1957. 


Some answers are contained in this study by the 


The implications 


range far beyond polio vaccination and should be of 


interest to all health workers. 


VACCINE PROGRAM 


Velvin A. Glasser 


HE SALK vaccine was declared safe 
effective on April 12, 1955, and 
the nation’s vaccination program began 
on April 16 of that year. Eighteen 
months later. in the fall of 1956. more 
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1. A STUDY OF THE PUBLIC'S ACCEPTANCE OF THE SALK 


than half the people in the age groups 
most vulnerable to paralytic polio had 
not even begun to be vaccinated. By 
this time initial excitement over the 
announcement of the vaccine’s effective- 
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ness had faded. Far behind, too, were 
early production difficulties and the so- 
called Cutter “incident.” Although the 
vaccine had been in short supply, by the 
fall of 1956 there was a good supply. 
Stocks were beginning to pile up and 
manufacturers were considering produc- 
tion cutbacks. 

Many felt that the record merited 
congratulations rather than concern. 
After all, some 43 million children and 
adults in the target group (all persons 
under 40 and pregnant women) had 
already received one or more of the 
required three injections. Never before 
had a new vaccine been so widely used 
in so short a time. 

At the National Foundation for In- 
fantile Paralysis and elsewhere, how- 
ever, there was no elation at a job half 
done. The mission was to wipe out 
paralytic polio. Scientists were con- 
vinced that the threat. of epidemic 
paralytic polio in the United States 
would not end until at least 85 per cent 
of the target group was fully vaccinated, 


and the ultimate goal had to be 100 per 


cent. Accordingly, while engaging in 
active promotion of vaccination, the 
National Foundation decided on a na- 
tion-wide survey to determine why many 
people were not being vaccinated. 

The National Foundation had ac- 
cumulated much experience in the con- 
duct and use of such studies and had 
learned some lessons about them: 

First: Revolutionary or completely 
unanticipated findings should not be 
expected. An experienced staff in daily 
contact with the problem should be and 
almost always is aware of the conclu- 
sions at which a study might arrive. 
But such studies give perspective and 
suggest emphases and areas of program- 
ing that may not have been given suffi- 
cient attention. 

Second: The organization ordering 
the study must determine for itself the 
major questions it needs answered. 
‘Only when this is fully and carefully 
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done can research groups proceed in- 
telligently. 

Third: Key staff must be involved in 

’ the development of study plans and par- 

ticularly in the translation of study 
findings into program activities. 

‘Fourth: In selecting a research group 
to conduct the study these factors, 
among others, must be considered: 


Does it have the organization to complete 
the study in time? 

Does it know the field involved well enough 
to understand quickly the nature of the 
problem? 

Has it demonstrated that it can bring to 
bear on its studies the insights of social, psy- 
chologic, and economic factors? 


Guided by these considerations, ar- 
rangements were made with two re- 
search groups with which the National 
Foundation had previously had favor- 
able experience. The American Insti- 
tute of Public Opinion (Dr. George 
Gallup’s organization) conducted the 
actual study: the Bureau of Applied 
Social Research at Columbia University 
assisted in the study design, in the 
analysis of the data, and in developing 
the conclusions.* 

The purposes of the study were: 


1. To determine the nature of public re- 
sistance to vaccination. 

2. To learn how this problem differed from 
the general problem of the acceptance of any 
new vaccine. 

3. To discover the key people or contacts 
who help or stimulate families to go ahead 
with vaccination. 

4. To learn to what extent the public edu- 
cation program of the National Foundation 
should be aimed at individual vaccination 
and to what extent at stimulating family 
vaccination. © 

5. To determine what part lack of funds 
plays in holding up vaccination. 

6. To note any regional variations in the 


* Emery Ruby, editor of the Gallup Poll, 
and Dr. David Sills, acting director, Bureau of 
Applied Social Research, Columbia University, 
assumed major responsibility of directing the 
— of their organizations in this 
study. 
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acceptance of the vaccine and reasons given 
for acceptance or resistance. 


Personal interviews were conducted 
between January 14 and January 28, 
1957, by field interviewers who identi- 
fied themselves as representing the 
American Institute of Public Opinion 
which was carrying on a health study. 
A total of 3,509 interviews were con- 
ducted on a nation-wide basis. Each in- 
terview lasted approximately 45 minutes. 
These interviews were obtained from 
a sample of adults under 40 years of} 
age, a sample of mothers of teen-age’ 
children, and a sample of mothers of 
children of all ages under 21. The total 
sample was selected to be adequate 
statistically and to give accurate results 
within a small margin of error. 


Findings 


The study revealed that there was 
broad public knowledge about the vac- 
cine. By and large. however, people 
were failing to take advantage of the 
vaccine for themselves and their chil- 
dren, not because of specific resistance 
to it. but rather because of lack of 
definite, positive influences which might 
direct them to a clinic or doctor's office 
for inoculations. 

The following were among the more 
significant specific findings and con- 
clusions: 

1. A significant number of persons 
in the target group were unprotected: 


Only one in eight adults in the 21-40 age 
group had started vaccination. 

Two out of five teen-agers had one or more 
inoculations. 

Nearly three out of every five children 
under seven had one or more polio shots. 

Among children seven to 12 years, three 
out of every four had one or more polio shots. 
This high percentage reflected the National 
Foundation’s free schocl vaccination program 
for this group. 


2. The only major regional varia- 
tions in the acceptance of the vaccine 
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were a somewhat lower rate in the 
South (probably related to low eco- 
nomic and educational status) and a 
somewhat lower acceptance rate among 
teen-agers in the Mountain and Pacific 
states. This was believed to be related 
to the aftermath of the fears generated 
by the Cutter “incident,” which cen- 
tered in the Far West. 

3. Failure of adults in the target 
group to make use of the vaccine was 
traced largely to two factors: “Plain 
procrastination,” and the feeling that 
they were not susceptible to the disease. 
Related to this was the belief that vic- 
tory over polio had been achieved. As 
a consequence there was considerable 


about obtaining vaccine pro- 


ection except under the stimulus of an 
epidemic in the community or ac- 
quaintance with someone contracting 
the disease. 

4. There were two indications that 
although there was widespread general 
knowledge about the vaccine, there were 
gaps in specific knowledge and that these 
contributed to nonvaccination: 

Many parents of teen-agers expressed the be- 
lief that teen-agers were not as susceptible to 
the disease as younger children. This, to- 
gether with “procrastination,” was described 
as the major factor in the relatively low ac- 
ceptance rate of the teen-age group. 

Confusion existed, particularly among young 
adults. and to a lesser extent among parents 
of teen-agers, as to the availability of vaccine. 
While there was actually a plentiful supply, 
many persons were not yet aware of this. 

As a means of making the vaccinations 
readily and easily available, and to demon- 
strate its availability, the recommendation was 
made that the National Foundation encourage 
the widespread use of public clinics for polio 
immunizations. 


5. As in most other public health 
matters the data presented revealed a 
relationship between educational level, 
annual income, and the probability of 
vaccination having taken place. Per- 
sons with more education and higher 
incomes were apt to know more about 
the vaccine and the threat of polio and, 
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accordingly, were more likely to have 
been immunized. 

6. Doubts about the safety and effi- 
cacy of the Salk vaccine appeared to 
have been largely dispelled. Nine out 
of every 10 adults in the target groups 
expressed confidence in the vaccine as 
a good means of preventing paralytic 
polio. Greatest doubt as to safety was 
expressed in the Mountain and Pacific 
states—again a reflection of the Cutter 
“incident.” 

7. The question whether lack of funds 
was holding up polio inoculations was 
of major concern to the National Foun- 
dation. The findings, regrettably. were 
not conclusive. One analysis of the 
data concluded that lack of funds was 
a deterrent and cited as evidence the 
fact that nearly three out of every 10 
adults in the target group said “cost 
would be a reason” why many of their 
friends and acquaintances had not had 
polio shots. Furthermore, one out of 


every five young adults in the $7,000 
and over income group had had one or 


more shots, but only one in 16 of those 
in the under $3,000 income group had 
started their inoculations. 

However, another analysis of the same 
data concluded that the cost of vaccina- 
tion was not a major deterrent. Only 
28 per cent of the total sample men- 
tioned this as a reason and it was men- 
tioned most frequently by persons who 
actually had been vaccinated. Further- 
more, the largest differences between 
percentages were found among adults 
in the low socioeconomic group. While 
“0 per cent of the vaccinated persons 
in the low socioeconomic group as- 
serted that cost is a reason. only 27 per 
cent of the nonvaccinated adults in this 
group gave this reason. 

Actual experience in the period since 
the study would indicate that lack of 
funds, while playing a role, has not been 
a major deterrent to vaccination. 

8. The physician is of key importance 


in any program to achieve universal 
polio immunization. This was evident 
in a special analysis made of the un- 
vaccinated group. An overwhelming 
majority of adults in the target group 
who had not yet had polio shots said 
they would be vaccinated if their doctor 
recommended it. And 80-90 per cent 
of this group reported they had a regu- 
lar doctor. However, the nonvaccinated 
adults were found to be less likely to 
visit their doctors regularly. Only half 
had visited a doctor during the six 
months prior to the interview, in con- 
trast to nearly three-fourths of the vac- 
cinated group. 

The pediatrician was suggested as a 
physician who was particularly influen- 
tial in vaccination of the target group. 
Twenty-seven per cent of the children 
in the study were under the care of 
pediatricians. Except for the low socio- 
economic group, nonvaccinated children 
were as likely as others to be seen by 
pediatricians. 

9. When presented with a list of eight 
possible sources from which they could 
obtain information on polio injections. 
more than nine out of 10 adults in the 
target group rated the following as the 
top three they would depend on most 
for reliable information: (a) my doctor 
(59 per cent), (b) local NFIP chapter 
(22 per cent), (c) city, county health 
officers (16 per cent). 

10. Finally, an over-all analysis of 
the data indicated that large numbers 
had not yet started their inoculation 
because of social rather than psycho- 
logic or economic factors. The vaccine 
was widely known and generally con- 
sidered to be good. Doubts about its 
safety and efficacy were slight. Cost 
considerations were not of major impor- 
tance. Those unvaccinated, however. 
were more likely to be of low socio- 
economic status (annual income of less 
than $5,000 and less than high school 
graduation): they were less likely to 
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Table 1 


High Middle Low 


Per cent of mothers of 
children under 13 whe 
stated most of their 
friends’ children had 
been vaccinated 


Per cent of mothers of chil- 
dren 13- 20 who stated 
most of their friends’ 
children had been 
vaccinated 


Per cent of adults under 
0 who know another 
adult who has been 
vaccinated 


Per cent of adults under 
40 who state that many 
of their friends and 
acquaintances have 
been vaccinated 


belong to voluntary associations: they 
were less likely to be able to answer 
questions of fact about polio and the 
vaccine. 

The social origins of nonvaccination 
are most strikingly revealed in the Table 
1 comparing the role of social relation- 
ships in vaccination and nonvaccination. 

This table is evidence that people 
tend to behave in this aspect of their 
lives as in others. the way their friends 
do—providing they know what. their 
friends have done. The social activity 
of talking about vaccination is thus a 
major determinant of vaccination itself. 
From this it appears likely that: 

Those already vaccinated are the most effec- 
tive protagonists for further vaccinations. 

The problem of the unvaccinated was pri- 
marily, though not entirely, with lower socio- 
economic groups. 

Informal communication—getting people to 
talk about vaccine—would appear to be the 
most direct method of accelerating the vacci- 
nation program. 
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Vaccinated People 


Nonvaccinated People 
Socioeconomic Status 


High Middle Low 


The data and findings of this survey 
were studied by the National Founda- 


tion staff. A series of steps were taken 
in order to translate the study recom- 
mendations into specific action pro- 
grams. Many of these activities appear 
to be achieving the desired results. It 
would, of course. be unfair and inaccu- 
rate to attribute the present improved 
situation solely to this study and _ its 
follow-up. Numerous other factors have 
been significant. Nonetheless. as of 
November 1, 1957, just about one year 
after our concern over polio vaccination 
lethargy led us to plan a study. some 
64 million Americans, 21 million more 
than a year ago, had already had one 
or more polio injections. 

But lest this trend convey a feeling 
of smugness and encourage a renewed 
state of lethargy which would require 
another study, we must add that there 
are still 45 million Americans in the 
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jections to complete their vaccination. 
Until this entire group is reached, none 
of us can rest. 


under 40-year group who have yet to 
start their polio immunization and 30 
million who require one or more in- 
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This California study gives further evidence that an individual's 


attitude toward health is related to his socioeconomic status 


and to his perception of the peer group. Furthermore, attention 


is drawn to the effect of the quality of community programs 


on public attitudes and action. 


ll. ATTITUDES OF CALIFORNIANS TOWARD POLIOMYELITIS 


VACCINATION 


Malcolm H. Merrill, M.D... M.P.H., F.A.PH.A.; Arthur C. Hollister. M.P.H., 
F.A.P.H.A.; Stephen F. Gibbens; Ann W. Haynes, M.P.H., F.A.PH.A.; 


with the assistance of Vita H. Leslau. 


N THE summer of 1956, the California 
| State Department of Public Health, 
with the help of the U. S. Bureau of 
the Census. conducted a survey of Cali- 
fornia households to collect information 
concerning the status of poliomyelitis 
vaccination and about attitudes toward 


polio. Included were two other content 
areas of interest to our department. 
These concerned the opinions and atti- 
tudes of the public toward air pollution 
and toward child health practices. 
The household interview technic 
seemed to be a suitable tool for such 
a study. Our department had accumu- 
lated substantial experience with the sur- 
vey technic, having just completed the 
California Health Survey of 1954-1955, 


a state-wide study of general morbid- 
ity.' The subject of polio was particu- 
larly germane because of the introduc- 
tion of the Salk vaccine and the 
occurrence of the “Cutter incident.” 

Two factors in the California polio- 
myelitis situa‘ion were unique. 

First: Since 1940, case rates in Cali- 
fornia have usually exceeded the na- 
tional average and public attention has 
been directed to the problem by news- 
papers, radio and TV, probably more 
forcefully than in many other areas of 
the country. 

Second: Almost half the persons who 
contracted polio following administra- 
tion of the Cutter vaccine were residents 
of California. Consequently, the Cutter 
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in California than in the United States 
as a whole. 

Aside from these two points, the polio 
vaccination situation in California was 
similar to that in the rest of the country. 
When our survey began, the vaccine had 
been available to children aged five to 
nine years for about one year, and to 
all children under 15 years for seven 
months. In most areas of the state, 
vaccination was available both from 
physicians in private practice and from 
school and health department clinics. 
Emphasis in public information had 
been put on the importance of the im- 
mediate vaccination of the five to nine 
age group with subsequent vaccination 
of others as soon as vaccine became 
available. 


Method and Scope of the Survey 


The sample, selected by the Bureau 
of the Census, was representative of the 
civilian. noninstitutional population of 
California, and it comprised 3,628 
households, or about one out of every 
1.200 households in the state. Specially 
trained Census Bureau enumerators in- 
terviewed the mother, or mother sub- 
stitute, as well as a randomly selected 
adult member of each household be- 
tween mid-May and mid-July of 1956. 
The sample included 1,719 mothers or 
mother substitutes and 3.544 randomly 
selected adults. The design and selec- 
tion of the sample, and the conduct of 
the interviews, were in accordance with 
specifications established by the Cali- 
fornia State Department of Public 
Health. The data were collected in the 
name of the department. 

The mother respondent furnished in- 
formation about the immunization status 
of her children for polio, smallpox, 
diphtheria, pertussis and tetanus, the 
tonsillectomy history of all household 
members, and was questioned about her 
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attitude toward polio vaccination. The 
randomly selected adult respondent gave 
information on his or her attitude 
toward poliomyelitis, polio vaccination, 
and smallpox vaccination. 

This report is limited to an analysis 
of attitudes and opinions toward polio 
vaccination. The information to he dis- 
cussed emerged from person-to-person 
interviews conducted by trained Census 
Bureau interviewers using a standardized 
questionnaire. Attitude data were col- 
lected primarily by open-ended ques- 
tions with built-in probes. The survey 
was not designed to probe deeply for 
underlying factors in motivation, but 
rather to provide a measure of public 
sentiment and action throughout the 
state for use at one stage in the polio 
vaccination program, 


Favorability Index 


A measure of general attitude to polio 
vaccination was desired in order to 
facilitate analysis of the subpopulation 
opposed to vaccination. 

From the answers to questions asked 
of the mother respondent on the safety 
and effectiveness of the polio vaccine. 
from the reasons she gave for the vac- 
cination of nonvaccination of her chil- 
dren, and from other responses, assess- 
ment was made of the attitude of each 
mother toward polio inoculation. These 
attitudes were categorized as either fa- 
vorable, unfavorable, or neutral. ( Vac- 
cination status per se was not considered 
in determining whether a mother was 
favorable or not.) 

On the basis of this index: 81 per 
cent of the mothers questioned were 
categorized as favorable to polio vac- 
cination, 11 per cent as unfavorable and 
the remaining 8 per cent as neutral. The 
unfavorable mothers constituted one 
problem population. The second prob- 
lem group comprised mothers whose 
attitudes were favorable, but who did 
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not have their children vaccinated. Four 
out of every ten favorable mothers were 
in this group. 


Characteristics of Problem Groups of 
Mothers 


How did the characteristics of moth- 
ers unfavorable to polio vaccination 
differ from those of favorable mothers? 
How were they similar? 


1. Socioeconomic Variation, Education, and 


Family Size 

Low socioeconomic status was one of 
the most important factors identifying 
the unfavorable mothers. On the whole. 
their families had a low income and 
were large. The head of the household 
was more likely to work in a “blue 
collar” * occupation and the educational 
level of the mothers was lower than for 
the favorable group. 


2. Action of Friends 


A characteristic of all mothers inter- 
viewed is that they tended to act in 
accordance with their perception of the 
way members of their peer groups acted. 
More than half of the unfavorable 
mothers believed that most of their 
friends had not had their children vacci- 
nated. Conversely, the majority of fa- 
vorable mothers believed that most of 
their friends’ children had been vacci- 
nated. 


3. Cutter Incident 


thought-provoking result to 
emerge from the survey was that those 
mothers who explicitly mentioned the 
Cutter incident during the course of the 
interview tended to be more favorable 
than those who only referred to it indi- 
rectly and those who made no reference 
to it at all. Mothers who mentioned 


* Classified as blue collar workers were 
craftsmen and foremen, operatives, private 
household and service workers, farm laborers 
and foremen, and laborers. 


the Cutter incident may have been the 
best informed or. the most interested 
group. We know that they listed more 
sources from which they had received 
information on polio vaccine than 
mothers who either referred to the in- 
cident indirectly or made no reference 
to it. A possible conclusion drawn from 
this is that persons who had more op- 
portunity to become aware of the Cutter 
incident, in all likelihood also were 
better informed of the efforts made to 
set high safety standards for vaccine 
production, of the success of these 
efforts and of the strong scientific con- 
viction of the safety of the vaccine. 


4. Variation with State Geographic Area 


Geographic area within the state was 
nother variable related to attitude. 
At the time of the study San 
Diego County in Southern  Cali- 
fornia was the most highly vaccinated 
area and also had the largest percentage 
of favorable mothers. The San Fran- 
cisco Bay area in Northern California 
had the lowest vaccination levels, and 
the smallest proportion of favorable 
mothers. 


Immunization Pro- 


5. Experience with Other 
cedures 


Families who had not had their chil- 
dren immunized against other communi- 
cable diseases tended not to have them 
vaccinated against polio. This of course 
is not surprising. It is understandable 
that a mother’s reaction to any new 
immunization procedure will relate to 
her previous attitudes, 
experiences, 


actions. and 


Attitudes and Vaccination Status of 
Children 


The vaccination status of children 
one through 14 years of age was 
strongly correlated with the attitudes of 
their mothers. Only 3 per cent of chil- 
dren of unfavorable mothers had been 
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vaccinated as compared with 54 per cent 
of children of favorable mothers. 


When a child had not been vaccinated : 


the mother was asked, “Why hasn't. . . 
had the shots up to now?” The answers 
are summarized in Table | and discussed 
below. 


1. Unfavorable Mothers 


In the case of two-thirds of the un- 
vaccinated children of unfavorable moth- 
ers, the answer was fear of the vaccine. 
Fear, plus opposition to all shots and 
the opposition of another person, were 
the reasons stated for the nonvaccina- 
tion of 92 per cent of children of un- 
favorable mothers. 


All Non- 
vaccinated 
Children 


Stated Reason 


Total, All Reasons 100 


Fear, uncertainty of vaccine 31 


Opposition of husband or doctor to 
polio shots 

General opposition to all shots 

Wrong age group for polio shots 

Child not in public priority program 


Too expensive 
Vaccine not available 
No motivation —“Didn’t get 


around to it” 18 


Child was sick or other medical 
reasons 
Child presently scheduled for shot- 
Other 
Total Number of Nonvaccinated 


Children 1,734 


* Since mothers may have given a different reason for not having each of their several 
table was necessarily based on children. There were 1,734 children aged 1 14 sears 


Table 1—Per cent Distribution of Nonvaccinated Children* by 
Mother's Stated Reason for Nonvaccination and Assessment 
of Mother's Attitude Toward Polio Vaccination 
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2. Favorable Mothers 


While the action of almost all unfavor- 
able mothers was consistent with their 
expressed attitude, favorable mothers 
were less consistent. Forty-six per cent 
of their children had not been vacci- 
nated. The distribution of reasons 
given by this group for not having their 
children immunized was different from 
those given by unfavorable mothers and 
the reasons were more diverse. 

The most popular response of favor- 
able mothers, given by one-quarter of 
them, was “I just neglected it”—*I never 
got around to it.” Fear of the vaccine 
was the next most common reason given. 
Although these mothers were generally 


Per cent of Children 


\--essment of Mother's Attitude 
Toward Vaccination 


Favor- Unfavor-  Undeter- 
able Neutral able mined 
100 100 100 100 

15 64 68 ] 
2 10 
14 1] 
y 1 11 


24 10 2 3] 

4 
2 2 2 43 
1.148 172 379 35 


children vaccinated, this 
n the sample who had not been 


vaccinated. These are the reasons given for each child by his mother. 
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favorable, some of them still had doubts 
because of the newness of the vaccine 
or because they felt its safety or effec- 
tiveness was questionable. 

However, the mothers of more than 
half of these children gave reasons 
other than “I just didn’t get around to 
it” or fear. Some mothers thought their 
children were in the wrong age group. 
Others thought the vaccine was too ex- 
pensive. Some of them said their child 
was sick or the vaccine was not available 
in their area. 

In general, the favorable mothers gave 
a wide variety of reasons for not having 
their children vaccinated, while the un- 
favorable mothers were primarily de- 
terred by fear. 

This picture is somewhat oversimpli- 
fied since it gives only the mother’s 
stated reason for not having her children 
vaccinated, which may be only a ration- 
alization masking real feelings. This is 
an example of the difficulty in determin- 
ing motivation from a survey of this 
type, with its attendant interviewing 
and coding problems. 


Attitudes of Randomly Selected Adults 


In addition to securing information 
from mothers related to the vaccination 
of their children, we were interested in 
obtaining some indication of how adults 
would react upon becoming eligible to 
participate in the program. 

A randomly selected sample of adults. 
drawn from the same households and 
including some of the mother respond- 
ents, was interviewed. Eighty-six per 
cent expressed a favorable attitude to 
polio vaccination, a finding slightly 
higher than that secured from mothers. 
As in the case of the mother respondents. 
a favorable attitude was closely related 
to social and economic factors. As 
annual income, occupational level, and 
especially as education increased, there 
was a correspondingly greater percent- 
age of favorable respondents. 


The question was asked: “If there are 
enough polio shots for everybody, do 
you think adults should be vaccinated, 
or do you think it doesn’t matter very 
much?” Eight out of every ten adults 
under 40 years of age thought they 
should be vaccinated. Adults from the 
lower income and occupational groups 
were as emphatic about the desirability 
of adult vaccination as were those from 
the higher socioeconomic levels. The 
significance of this result must be inter- 
preted with caution since the form of 
the question may have predisposed the 
respondent to answer favorably. 

The interviewers asked, “When adults 
get polio, do you think they get a milder 
or more severe case than children do 
when they get it?” More than half of 
the adults in the sample were not aware 
that polio in adults is more severe.* 

The question required an informed 
answer. One might have predicted that 
educated persons would be more likely 
to have had correct information than 
those with less education. We did not 
find this to be the case. In fact, the 
college graduates among the respondents 
had the smallest percentage answering 
correctly. 

There were consistent differences in 
attitude between adults under 40 years 
of age and adults over 40. The older 
population tended to have greater per- 
centages answering “no opinion.” More 
of them felt that it did not matter 
whether adults were vaccinated against 
polio or not. The younger adults tended 
to be more aware of the severity of 
polio in adults. They were more posi- 
tive in their belief in the safety of the 
vaccine. and were generally more favor- 
able to polio vaccination. 


*In 1954 a greater proportion of California 
adults with poliomyelitis suffered paralysis 
than did children; a greater proportion of 
adults with paralysis had bulbar polio than 
did children; and 57 per cent of all the deaths 
from polio occurred among adults, notwith- 
standing the fact that 64 per cent of the total 
polio cases occurred among 0-19-year-olds. 
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The respondents tended to be consist- 
ent in their answers. For example, when 
asked if they would get vaccinated if 
their doctor were to recommend it, those 
that responded “no” tended to feel that 
adults get polio less frequently and that 
the vaccine was not safe. 

It is perhaps an illuminating sidelight 
that the lack of! information of Cali- 
fornia adults concerning the nature and 
prevalence of polio and the value of 
immunization is not confined to one dis- 
ease. For example, when asked whether 
or not it was important for adults, who 
had been vaccinated against smallpox as 
children to be vaccinated again, almost 
one-half responded “no.” Their ex- 
planation ranged from statements that 
all adults are immune to smallpox to 
“a shot as a child is sufficient.” 


Interpretation of Findings 


1. Early program priorities limiting 
vaccination to children aged five to nine 
caused some misunderstanding among 
mothers. Many did not realize that 
eligibility had been restricted because 
of the shortage of the vaccine and not 
because vaccination was unimportant 
for younger or older children. 

Here are a few of the reasons mothers 
gave for not having their children vac- 
cinated: 

“There hasn't been any urging his 
age group. We're not concerned.” 

The mother of a three-year-old said. 
“I didn’t know they started that young. 
It’s only for school age, isn’t it?” 

Or, “The .school hasn't demanded 
kids that old get them”—This response 
from the mother of a 12-year-old. 

Their children were in the age group 
0-14 and at the time of the survey had 
been eligible for vaccination for seven 
months, yet these mothers, and many 
others, did not know priorities had heen 
expanded. 

Some felt immunization was not im- 
portant for preschoolers. One mother 
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said, “Being as she’s not going to school 
I don’t think there’s the danger as with 
my other child.” 

2. The differences between first, in- 
termediate, and ultimate program goals 
presented a difficult problem in health 
education. At any given time, emphasis 
necessarily was on the priority age 
group. Although we tried to keep ulti- 
mate goals before the people, the survey 
findings indicate that we were not suc- 
cessful. Seven months after priorities 
had been extended, many mothers did 
not know that children under five and 
over nine years of age were eligible and 
only a small proportion of adults were 
prepared for what was to be a next step 
in our program—the inclusion of all 
persons under 40, 

3. There is evidence that pubic atti- 
tudes were favorably influenced by an 
aggressive, consistent program coopera- 
tively planned and carried out by a local 
health department, medical society, and 
other community agencies. 

San Diego County started its program 
on the first day vaccine became avail- 
able. It was harder hit by the Cutter 
incident than any other California com- 
munity. Throughout the period that 
vaccine was withdrawn, local public 
health and medical authorities presented 
to the public a consistent, reassuring 
story of support of the Salk vaccine and 
of local, state, and federal program poli- 
cies. The local program was resumed 
as soon as vaccine again became avail- 
able. In our survey the people of San 
Diego County were found to be more 
favorable to the vaccine than in any 
other geographic area of the state. A 
smaller percentage of mothers gave a 
fear response and a larger proportion 
of their children had been vaccinated. 

On the other hand, in another area 
where some local programs started 
slowly without basic agreements having 
been sought between health departments, 
medical societies, and local agencies, 
and where public statements critical of 
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the program and the vaccine were made, 
we found a high proportion of respond- 
ents who doubted the safety and effec- 
tiveness of the vaccine. This area had 
the lowest percentage of vaccinated 
children, 

4. It would appear that the lack of 
public understanding of the effect of 
poliomyelitis upon adults is a reflection 
both of the early vaccination program 
emphasis on children and of the words 
and symbols which have characterized 
this disease for many years. The words, 
“infantile paralysis,” and the picture of 
a child on crutches help to create and 
reinforce the concept of a disease that 
affects children but not adults. 

5. One of our most significant find- 
ings was that people, of whatever group. 
tend to think and act according to their 
perception of the way their friends think 
and act. The influence of the peer 
group is a factor too frequently over- 
looked in planning health education 
programs. 

6. The correlation of unfavorable at- 
titudes with low socioeconomic status 
and low educational level has been ob- 


able in any public health department, if 
analyzed, would reveal that people who 
have little money and little formal edu- 
cation tend to have more than their 
share of disease, lag behind others in 
adopting new public health measures 
and in availing themselves of community 
health services. It appears that there is 
a need for a change in target and 
methods if we are to reach this group 
effectively with health education. Pos- 
sibly some action research is indicated. 
7. One of the most valuable aspects 
of this survey was that it was conducted 
midway in the program. The results, 
only a few of which have been reported 
here, were utilized by the state and local 
health departments in program planning 
and in improving administrative prac- 
tices and health education activities. 
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Training In Veterinary Mycology 


A course in “Laboratory Diagnostic Methods in Veterinary Mycology” is 
announced by the Communicable Disease Center for February 24-28, 1958. The 
course is designed to familiarize practicing veterinarians, laboratory workers, and 
others concerned with procedures for detecting, isolating, and identifying the fungi 
which cause mycotic infections in animals. 

Additional information and application forms from Laboratory Training Serv- 
ices. Communicable Disease Center, P. O. Box 185. Chamblee, Ga. 


In 1958 the Armed Forces contemplate the initiation of a 


program for vaccinating new recruits against acute upper respiratory 


illnesses caused by adenoviruses. 


The effectiveness of this 


vaccine and the indications for its use are discussed in this article. 


EFFICACY OF AND INDICATIONS FOR USE 


OF ADENOVIRUS VACCINE 


Maurice R. Hilleman, Ph.D. 


HE ACUTE respiratory illnesses of man 
ia by viruses constitute one of 
the last great frontiers in infectious dis- 
It is not surprising, therefore. 
that much research effort has been ex- 
pended in recent years to the cultivation 
of the causal agents in the laboratory 
and to the evaluation of their impor- 
tance as disease-producing entities. The 
discovery in 1953 of the adenoviruses ' * 
represents the most significant advance 
in our knowledge of etiology of acute 
respiratory illnesses in man since the 
discovery of human influenza virus in 
1933. The adenovirus discovery was a 
sequel to the renaissance of tissue cul- 
ture for virus propagation which has 
since resulted in the recovery of addi- 
tional new agents. 

Shortly after the initial recovery of 
the adenoviruses, it was shown that 
these viruses are a family of distinct 
immunologic types as determined by 
the neutralization technic ** and_ that 
they share a common group-specific 


ease. 


“soluble” complement-fixing artigen.': * 
** 1° Tt was also found that these 
Viruses are a principal cause of acute 
respiratory illnesses among newly re- 
respiratory illnesses caused by adeno- 
viruses fall into the general category 
of the febrile catarrhs '* '* and into the 
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specific syndromes of undifferentiated 
acute respiratory disease (ARD). non- 
streptococcal exudative pharyngitis. 
atypical pneumonia unassociated with 
cold agglutinins, and pharyngoconjunc- 
tival fever.'7 In extensive studies 
carried out at military camps it has 
been found '*:*% that the adenoviruses 
may cause hospitalization of roughly 10 
per cent of the entire basic trainee com- 
ponent of a training post during the 
year. During the winter months up to 
90 per cent of all hospital admissions 
for acute respiratory illness in military 
recruit camps may be adenovirus 
15.25 This causes great loss 
in military manpower, large costs for 
medical care, and serious disruption of 
the troop training program.** 


cases, 


Vaccine Development and Evaluation 


The adaptation of adenoviruses to 
growth in tissue cultures of monkey 
kidney made possible the production of 
a vaccine. Two adenovirus vaccines 
have been developed and tested to date. 
The vaccine ** 77 developed in our labo- 
ratories at the Walter Reed Army In- 
stitute of Research is a bivalent material 
and contains Types 4 and 7 adenovirus. 
the two types which account for the 
vast majority of cases in military re- 
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cruits. The vaccine ** °° developed by 
Huebner, et al., at the National Insti- 
tutes of Health is a trivalent preparation 
which contains Type 3 adenovirus as 
well as Types 4 and 7. Studies to date 
have indicated such low incidence of 
Type 3 adenovirus in military popula- 
tions as to obviate at present any real 
need for this component in the vac- 
cine 15. 2% 25. 39 for military use. Ad- 
ditionally, the bivalent 4 and 7 vaccine 
induces levels of antibody against het- 
erologous Type 3 virus roughly com- 
parable to the homologous agents.”® 
For both the bivalent and trivalent vac- 
cines the virus is cultivated in monkey 
kidney cells in tissue cultures maintaiped 
with serum-free synthetic mixture 199. 
The virus in the vaccine is inactivated 
with formalin and exhaustive tests for 
safety are performed. 

Extensive field trials of both the 
bivalent and trivalent vaccines carried 
out in military populations prove be- 
yond all doubt the high degree of effi- 
cacy of adenovirus vaccine in prevent- 


ing illness caused by Type 4 or Type 7 


adenovirus. The results of the trials to 


date are summarized in Table 1. It is 
seen that in cases of febrile respiratory 
disease, due to all causes, both vaccines 
effected an over-all reduction from 55 
to 81 per cent. While these results are 
striking in themselves, the real test for 
efficacy of the vaccine is in its effect on 
the adenovirus cases, specifically, in the 
epidemic cases, separate from illnesses 
of other etiology. The bivalent vaccine 
effected a reduction of 90-98 per cent 
in adenovirus cases. The early prelimi- 
nary data kindly furnished by Dr. 
Harry Rose *! covering the 1957 study 
at Fort Dix indicate that the effective- 
ness of the trivalent vaccine in prevent- 
ing adenovirus-caused respiratory dis- 
ease was roughly of the same order of 
magnitude, i.e., 83 per cent, as the 
bivalent product. 

It is clearly evident from these studies 
that a vaccine has been developed which 
shows promise for essential eradication 
of adenovirus-caused respiratory dis- 
ease as an important medical problem 
in the Armed Forces. It is contemplated 
that general use of the vaccine for im- 
munization of new recruits will be im- 


Table 1—Results of Field Evaluations of Adenovirus Vaccines 


Vol- 
unteer 
Group 


Vaccine Epidemic 


Respiratory 
Disease Caused 
by Adenovirus Only 


Reduc- 
tion 
in Cases 


Respiratory Disease—- 
All Causes 


Reduc- 
tion 
in Cases 


Vaccine 
Protection 
Ratio 


Vaccine 
Protection 
Ratio 


Fort Dix, N. J., 1956, Types 
4and7 (Refs. 25-27) 


Fort Leonard Wood, Mo., 
1957, Type 4 (Ref. 30) 


Great Lakes, I1., 1956,* 
Type 4 (Ref. 29) 


Fort Dix, N. J., 1957,t 
Type 4 (Ref. 31) 


Bivalent 
4and7 


Bivalent 
4and7 


Trivalent 3, 
4, and7 


Trivalent 3, 


8,238 2.4 55% 


5,260 


14,000 
(Approx.) (Approx.) (Approx.) (Approx.) (Approx.) 


624 


1:10.4* 


1:2.3 
1:4 


Not reported 
1:6 


57% 


83% 


75% 


4,and7 


* Calculations of adenovirus-specific rates based on tests of approximately 50 per cent of the cases. 
+ Calculated from data presented relating to febrile respiratory illnes« only, all causes. 


{ Data incomplete. Only approximate values are given. 


Data supplied by Dr. Harry Rose. 
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plemented in the Armed Forces some- 
time during the latter part of 1958. 
Regulations governing commercial man- 
ufacture of the vaccine have been pub- 
lished in the Federal Register ** and the 
product has been licensed officially by 
the Department of Health, Education, 
and Welfare. 


Antibody Response to Vaccination 


Laboratory investigations of adeno- 
virus vaccines have indicated that most 
lots of vaccine were of borderline 
potency as indicated by tests for induc- 
tion of measurable neutralizing anti- 
body in guinea pigs given a single 
intramuscular dose of vaccine.** 
Such information did not in any way 
determine the permissible latitude in 
potency of the vaccine where the human 
being, commonly having had prior ex- 
perience with the adenoviruses, is con- 
cerned. It was considered important, 
therefore, to measure the neutralizing an- 
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tibody response in man to graded doses 
of the vaccine to determine whether 
for human use there was any “leeway” 
in the potency of the material tested. 
The vaccine employed for study in our 
laboratory was the same commercially 
prepared bivalent vaccine (Lederle) 
listed in Table 1 and used in the Fort 
Leonard Wood field trial of 1957. 
Figure 1 shows that the percentage 
of vaccinated persons with neutralizing 
antibody increase against homologous 
Types 4 and 7 adenovirus was greatest 
when vaccine diluted 1:2 was employed. 
This response, with minor variation, was 
progressively reduced with further dilu- 
tion of the vaccine. It is of interest 
that the response to undiluted vaccine 
was slightly less than to the material 
diluted 1:2, and that an antibody titer 
rise was evoked in a few persons who 
received vaccine diluted as much as 
1:729. The response to Heterotype 3 
virus was erratic and less directly re- 
lated to the vaccine dose. These find- 
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7 
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OLUTION OF VACCINE ADMINISTERED (11 to 13 VOLUNTEERS PER DILUTION) 


Figure 1—Percentage of Volunteers Showing Increase in 
Neutralizing Antibody Against Types 4, 7, and 3 Adeno- 
virus Two Weeks Following Intramuscular Inoculation of 
1 ml of Bivalent Types 4 and 7 Vaccine, According to 
Dilution of Vaccine Administered. 
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ings, not shown in the table, were 
generally reflected in the mean postvacci- 
nation antibody titers against the corre- 
sponding types and, especially, in the 
rate of conversion of the neutralizing 
antibody status of individuals from the 
less than detectable to a detectable level. 
Vaccine diluted more than 1:2 failed 
consistently to convert all of the initially 
seronegative Type 4 persons to the posi- 
tive status and similar failure to convert 
seronegative Type 7 persons was found 
when the vaccine was diluted 1:81 or 
greater. The findings for Type 4 virus 
point up, especially, the importance of 
obtaining vaccines of maximal potency 
and of minimizing loss of virus from 
the vaccine attendant upon fine filtration 
of the virus in the production process. 

In further investigations by our labo- 
ratory of the bivalent vaccine (to be 
recorded in detail elsewhere), it was 
shown that the antibody response to 
the Type 7a virus recently described 
by Rowe, et al..** was indistinguishable 
from that induced against Type 7 virus, 


indicating effectiveness of the vaccine 


against the former agent. However, the 
vaccine induced essentially no antibody 
against Type 14 adenovirus, an agent 
reported **: 4 to be of importance in epi- 
demic acute respiratory illnesses among 
recruits in the Netherlands Armed 
Forces, but which appears to be absent 
from recruits in the continental United 
States. It was shown, further. that the 
antibody response to Heterotype 3 
adenovirus resulted from the Type 7 
component in the vaccine and could not 
be attributed to Type 4. 

Experiments to compare the effective- 
ness of various methods of vaccine 
administration showed that the mean 
antibody response to vaccine in persons 
given 1 ml by jet gun * was essentially 
identical with that obtained with the 
same dose of vaccine given intramuscu- 
larly. It was of special interest that the 
mean antibody response to vaccine ad- 
ministered in 0.1 ml amount by the 


intracutaneous route approximated the 
response to the full 1 ml intramuscular 
dose. However, the effectiveness of the 
dermal route of inoculation in actually 
preventing disease has not been meas- 
ured to date and the method cannot be 
recommended for routine use at this 
time. In studies to measure the dura- 
tion of antibody after vaccination it 
was shown that the mean antibody level 
declines to about one-half the initial 
maximal level 10 months postvaccina- 
tion. The administration of a further 
dose of vaccine at the 10-month period 
elevates the mean antibody level only 
slightly above that achieved initially. 


Indications for Use of Vaccine 


The great importance of adenovirus- 
caused respiratory illness to the Armed 
Forces in effecting serious manpower 
and economic losses has been the subject 
of numerous published reports referred 
to above and will not be reviewed here. 
There is urgent need for adenovirus vac- 
cine for new recruits and. as stated 
above, routine administration to such 
personnel is contemplated to begin in 
1958. The attack rate for adenovirus 
disease among the “seasoned” cadre per- 
sonnel is very low.'':'*'* compared to 
recruits, and the vaccine is not needed 
for such persons. 

In striking contrast to their behavior 
in military recruit populations, the 
adenoviruses presently appear to be re- 
sponsible for only a fraction of the 
respiratory illnesses among adult civil- 
ians. The available data have been 
reviewed at length by Hilleman ** and 
by Jordan ** and are not repeated here. 
Studies of various segments of the civil- 
ian population including families, col- 
lege students. university students, uni- 
versity employees. and selected cases of 
acute respiratory illness from hospitals 
or private practice have shown very low 
attack rates for respiratory illness 
caused by adenovirus. It cannot be 
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stated that the findings in these limited 
segments of the population are neces- 
sarily illustrative of the entire spectrum 
of the population. However, until such 
time as definitive evidence is obtained 
of need for vaccine in a particular civil- 
ian population group, general use of the 
vaccine is not warranted. 

The potential need for adenovirus 
vaccine among children seems somewhat 
greater than in adult civilians, but the 
question cannot be answered definitively 
at present because of the lack of infor- 
mation concerning attack rates for ill- 
ness caused by these agents. The few 
recorded outbreaks of Type 3 adenovirus 
infections among children in camps are 
insufficient. in the absence of other evi- 
dence, to warrant general use of the 
vaccine among such persons. The 
adenovirus disease situation as it affects 
very young children or infants is vir- 
tually unknown at present, and it is in 
this area that much research needs to 
be carried out. Thus, whether an 
adenovirus vaccine is needed for chil- 
dren, what types of adenovirus should 
be included in the vaccine. and just how 
effective such vaccine would be in pre- 
venting disease are all important re- 
search problems for the future. Finally. 
in any consideration of the employment 
of adenovirus vaccine, it is important to 
remember that there is no evidence to re- 
late adenovirus infection to the common 
cold. Indeed, the bivalent adenovirus 
vaccine has proved quite ineffective in 
preventing the mild febrile or nonfebrile 
acute respiratory illnesses which fall 
into the general clinical category of the 
common cold and which are caused by 
agents other than the adenoviruses. 


Summary 


The past three years have seen the 
development of killed adenovirus vac- 
cines which are safe and which are 
highly effective in preventing epidemic 
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acute respiratory illnesses among newly 
recruited military personnel. Use of the 
vaccine in new recruits in the Armed 
Forces, contemplated to begin in 1958. 
is expected to effect great savings by 
preventing loss of manpower, by reduc- 
ing the need for medical care, and by 
preventing the disruption of the troop 
training program which results from 
the occurrence of the disease. Stud- 
ies of antibody response to the 
vaccine in man indicate the need to 
produce vaccine of high potency to ob- 
tain maximal effect. The great need for 
the vaccine in new recruits has not been 
reflected to date in the civilian popula- 
tion in which attack rates for the dis- 
ease appear to be very low. Determina- 
tion of the possible need for vaccine in 
certain segments of the adult civilian 
population or in children and infants 
are important areas of research for the 
future. Routine use of the vaccine 
among civilians justified 
based on the data now available. 


cannot be 
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The second part of this investigation deals with the 


efficiency of a two-stage flocculation process for removal 


of viruses and native bacteria in raw river water. 


REMOVAL OF COXSACKIE AND BACTERIAL 
VIRUSES IN WATER BY FLOCCULATION 


ll. Removal of Coxsackie and Bacterial Viruses and the Native 
Bacteria in Raw Ohio River Water by Flocculation with 


Aluminum Sulfate and Ferric Chloride 


Shih L. Chang, M.D., Dr.P.H., F.A.P.H.A.; Robert E. Stevenson, Ph.D.; Ailton R. Bryant, 
B.S.: Richard L. Woodward, M.S.S.E., Ph.D.; and Paul W. Kabler, M.D.. Ph.D., F.A.P.H.A. 


N Part I of this investigation ' a study 
l was made of the relative efficiency 
of alum and ferric chloride for the re- 
moval of Coxsackie and bacterial viruses 
by flocculation in chemically defined 
water and the effects of coagulant dos- 
age, buffering system and pH, and rate 
of stirring on the removal efficiency of 
alum were described. In the present 
investigation an examination was made 
of the effectiveness of flocculation proc- 
esses as practiced in water treatment 
plants for removing viruses and native 
bacteria in raw Ohio River water. Some 
attention was also devoted to determin- 
ing the critical contact time between 
microorganisms and coagulant in water 
by alum flocculation and to studying 
the interference effect of gum arabic 
on the removal of viruses and bacteria 
in water by flocculation. 


Materials and Procedures 
Materials 


Strains of Coxsackie and bacterial 
viruses were used as previously de- 


scribed.'| By use of purified Coxsackie 
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suspensions and dilute bacterial virus 
suspensions, insignificant amounts of 
organic materials were added to the ex- 
perimental waters. Suspension of Esch- 
erichia coli prepared by washing slant 
cultures into sterile distilled water were 
employed in determining the critical 
time for the removal of bacteria by 
flocculation. The suckling mice and 
laboratory supplies were the same ,as 
those used in the preceding study. Stand- 
ard media were used in determining the 
most probable numbers of coliform and 
total bacteria and for growing E. coli. 


Procedures 


Purification of Coxsackie Virus: The 
frozen, clarified suspension of Coxsackie 
virus used in the preceding study! was 
thawed and frozen two to three times. 
The suspension was then diluted in 
sterile distilled water containing 5 ppm 
SiO. and 3 millizaols NasCO; and floc- 
culated with 360 ppm Al.(SO,);. The 
floc was resuspended in 0.1 molar bicar- 
bonate solution of pH 8.5-9.0 and was 
allowed to stand with frequent agitation 
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to facilitate separation of virus from 
the floc. After centrifuging, the super- 
natant containing the purified virus was 
removed and its pH adjusted to 7.0-7.3 
with 1 N HCl (slight pink to phenol 
red) and its volume made up to that 
of the original suspension. The puri- 
fied suspension was again frozen at 
— 70° C until used. With this purifica- 
tion procedure a drop of 30-50 per cent 
of the infective titer and a removal of 
96.7-99.7 per cent of the organic nitro- 
gen were observed, i.e.. the LD5o 
dropped from about 3 million to 1.5- 
2.0 million per 0.02 ml and the organic 
nitrogen from 4,000 to 15-15 mg ml. 

Collection of Raw River Water Sam- 
ples: Most of the raw river water sam- 
ples were collected from a tap at the 
Cincinnati Water Purification Plant. 
with the exception of a few water sam- 
ples which were collected at the public 
landing located about 10 miles down- 
stream from the plant intake. 

Turbidity of the river water fluctuated 
from a few ppm to a high of over 600 
ppm. Samples having turbidity read- 
ings over 400 ppm were found to have 
such high coagulant demands that sev- 
eral times the ordinary dosage was re- 
quired for a good floc formation. Hence. 
all the samples in the present study 
showed turbidities from 16 to 255 ppm 
and were used in experiments within a 
few hours after collection. 

Test Procedure: For the two-stage 
process, the procedure used in the first 
part was that previously described for 
the one-stage process, with alum _ the 
coagulant. In the second stage, the su- 
pernatant obtained in the first was meas- 
ured into another flocculation beaker 
and dosed with a calculated amount of 
the 1 per cent FeCl, solution and suffi- 
cient 0.1 per cent CaO solution to pro- 
duce a final pH in the range of 7.3-8.4 
as practiced in waterworks. The treated 
water was stirred for 30 minutes at 81 
rpm followed by 90 minutes of standing 
before sampling the supernatant for de- 
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termination of microorganism concen- 
tration. 

Determination of Concentrations of 
the Coxsackie and Bacterial Viruses in 
Samples of Settled and Control Water: 
The procedures for determining the 
bacterial and Coxsackie virus concen- 
trations were identical to those described 
in the preceding report except that peni- 
cillin and streptomycin were used in 
inocula for mice in order to suppress 
possible bacterial infection. 

Again, at least 18 mice were used for 
each dilution and total numbers were 
comparable to those of the preceding 
study.! 

Determination of the Most Probable 
Number of Coliform and Total Bacteria 
in Samples of Settled and Control Water: 
Tenfold dilutions in sterile buffered dis- 
tilled water were prepared from all 
samples of the settled water and the 
control. The coliform MPN 
probable number) was determined in 
accordance with the procedure pre- 
scribed in Standard Methods? and the 
total bacteria MPN was estimated by 
referring the number of positive tubes 
‘indicated by visible bacterial growth) 
in each of three suitable consecutive 
dilutions to the MPN table.“ 


(most 


Experimental Data 


Removal of Viruses and Native Bacteria in Raw 
Ohio River Water by Two-Stage Flocculation 
at 5° C-25° C 

Using 25 ppm of Alz(SO,4), in the 
first stage and the same amount of 
FeCl, in the second stage. a number of 
determinations were made to ascertain 
the virus and bacteria-removal efficiency 
of the two-stage process at 5° C. 15° C. 
and 25° C. The percentage removal 
was computed for all four categories of 
microorganisms and is shown in Table 
1, together with observations on turbid- 
ity. pH readings. and floc formation. 

Table 1 shows that the percentage 
removal of Coxsackie virus in the first- 
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Table 1—Efficiency of Two-Stage Flocculation in Removing Viruses and Native 
Bacteria in Raw Ohio River Water at Varying Temperatures 


Ist stage: 25 ppm SOs)s 
2nd stage : 25 ppm FeCls 


Per cent Removal 
Initial 
Turbid 
itv (ppm) 


Stage 
of Floe- 


culation 


Final Turbid B 
inal pH 


Total 
Bacteria 


Coliform 


Bacteria 


Tempera Coxsackie Bacterial 


ture ¢ Virus Virus ity (ppm) Formation 


240 94.8 Very guod 


stage flocculation was slightly but con- 
sistently higher than that of bacterial 
virus at all three temperatures. This 
observation was in contrast to that ob- 
served with water of known chemical 


This 


content in the preceding study. 
reversal of removal pattern was not at- 
tributable to the use of purified Cox- 
Since it has been 
reported that calcium and magnesium 


sackie suspension. 


become attached to bacterial 
virus * ° and since raw Ohio River water 
contained calcium ion (23.6-53.6 ppm} 
and magnesium ion (6.3-13.6 ppm) 
during the study period, it appears possi- 
ble that the presence of these metal ions 
down the formation of the 
aluminum-bacterial virus complex. 
The removal of both viruses attained 
at all three temperatures by 25 ppm of 
Al,(SO4)5 in the first stage compared 
favorably with that attained by 40 ppm 
in water of known chemical content in 
the preceding study. It was also noted 
(Table 1) that the floc formation with 
the 25 ppm Al.(SO,}5; was good at all 
three temperatures, although it was 
slower at 5° C than at 15° C and 25° C. 


tons 


slows 
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93.8 Good 


Very good 


Good 


The percentage removal of Coxsackie 
and bacterial virus obtained with 25 
ppm of FeCl; in the second-stage floccu- 
lation was somewhat irregular but. as 
a whole, was comparable to that ob- 
tained with 25 ppm of alum in the first 
stage. The removal of the bacterial 
virus in the second stage was slightly 
but uniformly lower than that obtained 
with 20 ppm FeCl;. It was shown in 
the preceding study that the ferric com- 
pound was definitely more efhicient than 
alum in removing bacterial virus. Since 
the supernatant from the first stage was 
relatively free from turbidity and the 
floc formatign in this stage was better 
than in the second stage. the slightly 
lower virus-removal efficiency of the 
FeCl, observed here could be due to the 
lack of sufficient colloidal matter to 
facilitate as good formation of the iron- 
virus complexes as in the raw water. 
The addition of sufficient CaO solution 
to give a final calcium ion concentration 
of 60-62 ppm in the second stage. to- 
gether with the natural calcium and 
magnesium ions in the river water. 
again may have contributed to the lower 
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removal of the bacterial virus from the 
river water than was observed in the 
preceding study. 

At all three temperatures the removals 
of total bacteria and of coliforms in the 
first stage were consistently higher than 
the virus removals. This bacteria-virus 
removal ratio is in agreement with that 
reported by Gilcreas and Kelly,® al- 
though the per cent removal was de- 
cidedly higher in this study than that 
obtained by them. 

Lowering of the temperature from 
25° C to 15° C and 5° C.lowered the 
per cent removal of the Coxsackie virus 
and bacteria very slightly and somewhat 
more significantly lowered the per cent 
removal of the bacterial virus in the 
first stage. In the second stage, the 
lowering of the temperature did not ma- 
terially affect the removal of viruses but 
lowered the removal of the bacteria more 
than in the first stage. Since the super- 
natant from the first stage carried, after 
the addition of CaO, about 100 ppm 
of calcium ion and about 10 ppm mag- 
nesium ion, and since the presence of 
100-200 ppm of calcium or magnesium 
ion in water has been found to raise the 
isoelectric point of E. coli cells from the 
acid to the basic side of the pH range 
‘unpublished data of S.L.C.). this re- 
duced bacteria removal in the second 
stage could be explained again by the 
interfering effect of these bivalent cat- 
ions in slowing down the formation of 
the iron-bacteria complexes. especially 
at lower temperatures. 

The percentage removal of all four 
categories of organisms was quite high. 
The removal of bacterial virus and bac- 
teria was slightly but consistently higher 
at 25°C than at 15°C and 5° C, and 
the removal of the bacteria was also 
slightly but consistently higher than that 
of the viruses. These results elearly in- 
dicate that a two-stage flocculation proc- 
ess employing 25 ppm each of these two 
coagulants removed 99.6-99.9 per cent 
of the Coxsackie virus at 5° C-25° C, 


and 99.99 and 99.8-99.95 per cent of 
bacteria at 25° C and 5° C-15° C, 
respectively. 

There was no apparent relationship 
shown in Table 1 between the turbidity 
of raw river water and the removal of 
microorganisms. It appears, therefore. 
that at an alum dosage of 25 ppm and 
turbidity levels under 240 ppm. turbidity 
itself is not a satisfactory criterion for 
judging the efficiency of the process in 
removing viruses and bacteria. 


Effect of Coagulant Dosage in Removing Viruses 
and Bacteria in Raw Ohio River Water by 
Flocculation 


The two-stage process was repeated at 
25° C, with the dosage of alum and 
ferric chloride reduced to 15 ppm. Ta- 
ble 2 contains a summary of the virus 
and bacteria removal results, together 
with turbidity and pH values, and some 
observations on floc formation. For the 
purpose of comparison, the results ob- 
tained with 25 ppm of these coagulants 
at 25° C (Table 1) are reproduced in 
Table 2. 

Removal of the Coxsackie virus by 
15 ppm of aluminum sulfate was only 
slightly lower, but removal of the bac- 
terial virus and the bacteria, especially 
the latter, was distinctly lower than that 
afforded by 25 ppm of this coagulant. 
This reduced removal of bacterial virus 
and bacteria may again be due to the 
interfering effect of calcium and mag- 
nesium ions in the raw river water. 
which became significant when the alum 
dosage was lowered from 25 to 15 ppm. 
It is interesting that the turbidity re- 
moval was also less with 15 ppm than 
with 25 ppm of alum. These results 
indicate that a dose of 15 ppm alum, or 
about 26 ppm filter alum, approaches 
the critical dosage for a satisfactory 
flocculation process under the conditions 
studied. 

The removal of all four organisms in 
the second stage by 15 ppm FeCl; was 
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not significantly different from that at- 
tained by 25 ppm. This relatively im- 
proved removal of organisms could be 
due to the higher turbidity remaining 
in the supernatant with 15 ppm alum 
which facilitated a better floc formation 
with ferric chloride. 

To test the above hypothesis a sample 
of raw Ohio River water having 40 ppm 
of turbidity was treated with 15 ppm 
each of both coagulants, but the second- 
stage flocculation was carried out with- 
out removing the floc formed in the first 
‘stage. The results showed that removal 
of the organisms in the first stage was 
similar to that shown in Table 2, but 
that removal of the Coxsackie and bac- 
terial viruses was 99 and 99.8 per’ cent, 
respectively. in the second stage. These 
results lend support to the hypothesis 
and suggest the advantage of using a 
partially settled supernatant in the sec- 
ond-stage flocculation, particularly if 
little turbidity is left in the water after 
the first-stage flocculation. 

Although the removal of all four 
organisms obtained by the two stages 
combined was consistently higher with 
25 ppm than with 15 ppm, the difference 
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was less significant in the virus than in 
the bacteria removal. Because the re- 
moval of bacteria was relatively poorer 
with 15 ppm alum in the first stage, it 
appeared that the two-stage processes 
in the treatment of raw water with 
marginal dosages of alum may yield 
higher removals of viruses than of bac- 
teria. Nevertheless, in spite of this 
lower removal in the first stage, the 
total removal was still impressive, i.e., 
over 99 per cent of viruses and almost 
98-99 per cent of the bacteria. 


Importance of Contact Time Between Micro- 
organisms and Coagulant Before Floc Forma- 
tion in the Removal of Organisms in Raw Ohio 
River Water by Alum Flocculation 


In an earlier report? it was shown 
that efficient virus removal requires par- 
ticipation of the virus in the floc forma- 
tion. No detectable virus removal was 
observed when the virus was introduced 
30 minutes after dosing the water with 
60 ppm of Al.(SO,)3. Although this 
observation disproved the hypothesis 
that the flocculation process removes 
particulate organic matter, living or 
dead, by adsorption of the matter onto 


Table 2—Effect of Coagulant Dosage on the Removal of Viruses and 
Native Bacteria in Raw Ohio River Water by 
Two-Stage Floceculation at 25 C 


Initial Stage of 
Turbid Floceculation and Bacterial 
itv (ppm) Dosage (ppm! Virus Virus 


Coxsackie 


Per cent Removal 


Coliform Total 
Bacteria 


Final Turbid Floe 


Bacteria itv (ppm) Final pH Formation 


100 Alam 15 ppm 


lo 240° Alem 25 ppm 


2nd 
15 ppm 


Fels 25 ppm 


Fairly good 


Very good 


Very good 


Combined 
15 ppm 


25 ppm 


* Reproduced from Table 1 for purpose of comparison. 
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the formed floc, the importarce of the 
contact time between the organisms 
and coagulant before floc formation re- 
mained to be determined. 

In this part of the study an attempt 
was made, therefore, to define this cri- 
tical contact time during which the 
viruses and bacteria must participate in 
the floc formation if they are to be re- 
moved from the treated water. The re- 
moval percentages were computed from 
the results of these experiments. together 
with pH and turbidity readings, and 
some observations were made on floc 
formation (Table 3). 

In Table 3 it is seen that 85.0, 76.2, 
and 75.6 per cent of the Coxsackie virus, 
bacterial virus, and E. coli, respectively, 
were removed by 25 ppm of Al.(SO,4}s 
when the organisms were introduced 


into the water one minue after dosing. 
whereas when the alum was added to 
the water containing the organisms, 
98.6 per cent of the Coxsackie, 94.8 per 
cent of the bacterial virus, and 99.8 per 
cent of the coliform organisms were re- 
moved. When the elapsed time between 
addition of alum and organisms was 
increased to five minutes or more, none 
of the organisms were removed. How- 
ever, when the dosage was increased to 
360 ppm, about 60 per cent of the two 
viruses were removed when they were 
introduced 30 minutes after the coagu- 
lant. The latter result agrees with data 
observed in a separate study made on 
purification of viruses by flocculation 
which will be presented in another 
report. 

The 60 per cent virus removal by 360 


Table 3—Effect of Contact Time Between Coagulant and Organism in 
the Removal of Viruses and E. coli in Raw Ohio River 


Time Elapsed 
Between Dosing of 
Alum and Adding 
Organisms (min. 


Dosage of 
(ppm) 


Loxsackie 
Virus 


98.6 


] 85.0 


* Reproduced from Table 1. 
+ Coliform bacteria. 


Bacterial 


Water by Alum Flocculation at 25 C 


Per cent Removal 


Floc Formation, pH 
and Appearance of 
E. coli Settled Water 


Virus 


94.8 


76.2 75.6 No floc at time of add- 
ing organisms; 
settled water: pH 
6.2.6.4 and tur- 


bidity 1-5 ppm 


None Floc’ well formed at 
time of adding or- 
ganisms; settled 
water: pH 6.2 
6.4 and turbidity 
1-5 ppm 


None None 
None None 


Same as above 
Same as above 


60.3 Thick floc formed; 
settled water: pH 
6.2-6.4 and tur- 
bidity 1-5 ppm 
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ppm of alum suggests that in water dosed 
with very large amounts of preformed 
alum floc some aluminum ion may be 
present to react with organisms in the 
water. Hence, if preformed alum floc 
is used, no significant results will be 
obtained until very large amounts are 
applied. 

It is of interest that the percentage 
removals of bacterial virus and E. coli 
obtained with 25 ppm alum and an 
elapsed time of one minute were again 
slightly lower than that of the Coxsackie 
virus. These differences could again be 
explained by the interfering effect of the 
calcium and magnesium ions in the 
water, accentuated by the shortened re- 
action time for the formation of alumi- 
num-organism complexes. 


Interfering Effect of Gum Arabic on the Re- 
moval of Viruses and Native Bacteria in Raw 
Ohio River Water by Alum Flocculation 


Gummy substances and synthetic de- 
tergents are well known for their stabil- 
izing effect on emulsions. Because they 
form a protective coating on charged 
particles, one would expect these agents 
to interfere with the flocculation process. 
While the interfering effect by the syn- 
thetic detergent group has been sum- 
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marized in the Task Group Report * 
and further investizated by Smith, 
Cohen, and Walton of this center.* that 
of the gummy substances remained to 
be ascertained. 

In a preliminary experiment con- 
ducted with 15 ppm of Alo(SO,}3 and 
bacterial virus in raw Ohio River water 
at 25° C, it was found that the gum 
exhibited no interfering effect on the 
removal of the virus until concentrations 
over 10 ppm were reached. Hence. a 
limited number of experiments were 
carried out to determine the interfering 
effect of 20 ppm of gum arabic on the 
removal of the Coxsackie virus, bacterial 
virus. and the native bacteria in raw 
Ohio River water by 15 ppm _ of 
Al,(SO,), at 25° C. The computed 
percentages of the removal of all four 
organisms are shown in Table 4, to- 
gether with the pH and turbidity read- 
ings and observation of floc formation. 

As seen in Table 4. the per cent re- 
moval of the Coxsackie virus by 15 ppm 
of alum decreased from 96.7 to 16.7 
when 20 ppm gum arabic was added. 
The percentage removal of other organ- 
isms under similar conditions dropped 
from 93.1 and 94.8 to zero. Although the 
interfering effect was accompanied by 


Table 4—Interfering Effect of Gum Arabic on Removal of 
Viruses and Native Bacteria in Raw Ohio River 
Water by Alum Flocculation at 25 C 


Per cent Removal 


Nature of 
Flocculation 


Process 


Bacterial 
Virus 


Coxsackie 
Virus 


96.7 94.8 
15 ppm 


AL tsQ,) 
15 ppm 
gum arabic 
20 ppm 


Floc Formation, pH, 
and Appearance of 
Settled Water 


Total 
Bacteria 


Coliform 

‘Bacteria 

Good floc Formation: 
turbidity reduced 
from 15-25 to 
0.1-1 ppm: final 
pH 6.2-6.7 


93.1 


None No apparent floc for- 
mation; turbidity 
slightly increased 
by the gum; final 

pH 6.2 6.7 
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a lack of floc formation, it is believed 
that the interference is accomplished by 
preventing the formation of aluminum- 
organism complexes because the alumi- 
num ion was shown to inactivate bac- 
terial virus,*\* and there was no 
evidence of such inactivation in the 
presence of 20 ppm of the gum. 


Discussion 


At the outset of this discussion, it 
should be noted that the information 
obtained with bacterial viruses on the 
efficiency of a flocculation process has 
limited application to the removal of 
pathogenic viruses from water. Being 
more reactive with bivalent metal ions, 
the bacterial viruses are removed by 
flocculation at a higher level in the ab- 
sence of, and at a lower level in the 
presence of, such substances as calcium 
and magnesium ions than are the patho- 
genic viruses. 

The observatiors made in the present 
study showed apparently that the re- 
moval of Coxsackie virus by alum floc- 
culation in raw river water is slightly 
lower than that of native bacteria with 
the difference slightly greater at 5° C-— 
15° C than at 25° C. As a whole. about 
95 and 99 per cent of the Coxsackie 
virus and about 99 and 99.8 per cent 
of the native bacteria are removed by 
25 ppm of alum. i.e. 44 ppm or 2.5 
gpg (grains per gallon) of filter alum 
at 5° C-15° C and 25° C. respectively, 
in raw river water having turbidity levels 
under 260 ppm. 

The significantly lower removal of 
the bacteria and bacterial virus and fair 
floc formation obtained with 15 ppm of 
alum (26 ppm or 1.5 gpg of filter alum) 
indicate that this dosage was at or close 
to the critical level. The fact that the 
residual turbidity was quite low at both 
dosage levels implies that coagulant 
doses adequate for turbidity removal 
are not necessarily high enough to in- 
sure efficient virus or bacterial removal. 


The organism removals obtained in 
the second stage using FeCl; cannot be 
applied directly in estimating the re- 
moval of viruses and bacteria in a raw 
water because the supernatant obtained 
from the first stage in this study, and 
used in the second stage, was relatively 
free of turbidity with considerably 
higher calcium ion content and pH 
value. Even under these conditions, 
15-25 ppm or about 0.9-1.4 gpg of 
FeCl, facilitated about 95 per cent re- 
moval of the Coxsackie virus. The lack 
of improvement in removal efficiency 
when the dosage of FeCl, was increased 
from 15 to 25 ppm was probably due 
to insufficient suspended material left in 
the supernatant to promote good floc 
formation. 

From the results obtained with the 
two stages of flocculation combined, one 
sees that the removal of the Coxsackie 
virus in the raw water by 25 ppm of 
both alum and FeCl, was 99.6, 99.6, 
and 99.9 per cent at 5° C, 15° C, and 
25° C. respectively. On the other hand. 
the native bacteria removal was 98-99 
and 99.99 per cent with 15 and 25 ppm 
dosages, respectively, at 25° C. and 
about 99.9 per cent with 25 ppm at 5° C 
and 15° C, 

The observation regarding the critical 
contact time for forming organism- 
coagulant complex has both theoretical 
and practical implications. In theory it 
confirms the previous observation * that 
the removal of viruses in water by this 
process involves, first, a reaction con- 
sisting of coagulant-cation-virus complex 
formation and, second, the formation of 
aggregates of these complexes. and that 
the first reaction is completed in a short 
time. In practice, it emphasizes the im- 
portance of rapid and complete disper- 
sion of the coagulant chemicals in the 
water to be treated and the insignificant 
value of preformed floc in removing 
microorganisms. 

Demonstration of the interfering effect 
of gum arabic on the removal of viruses 


/ 
a 
166 A.J.P.H. 


and bacteria in water by alum floccula- 
tion probably has more theoretical than 
practical interest. It illustrates again 
the importance of the formation of the 
coagulant-cation-organism complex as 
the first step in the removal mechanism 
and the likelihood of low removal effi- 
ciencies when interfering substances are 
present. 

Recent published reports combine 
prechlorination and flocculation when 
comparing the relative efficiencies of 
stages in the removal of bacterial organ- 
isms in water treatment and no informa- 
tion is available regarding the compara- 
tive efficiencies of virus removals. 
Streeter’s reports on the survey of filtra- 
tion plants along the Ohio River in 
1923-1924 '” and an experimental study 
made with Ohio River water in 1926" 
showed that the bacterial removal effi- 
ciency of alum flocculation as practiced 
at that time was decidedly lower than 
that attained in the present study. 
Streeter’s reports also showed higher 
levels of residual turbidity in the treated 
water. Since it was common practice 
in those days to carry out the floccula- 
tion process in such manner as to leave 
some turbidity in the settled water in 
order to improve the removal efficiency 
of the filtration process, the bacteria re- 
moval of the flocculation process was 
naturally lower than that obtained in 
the present study. A fair comparison, 
therefore, cannot be made. 

Improvements in flocculation proc- 
esses have enabled modern waterworks 
operators to apply these procedures in 
the field with maximum practical effi- 
ciency in removing suspended matter. 
To insure this efficiency the information 
gathered in the present studies indicates 
that the following points should be 
observed : 

1. The dosage of coagulant should be 
adequate to insure good floc formation. 

2. If the raw water carries synthetic 
detergents and or similar substances at 
levels that would interfere with the 
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process, the dosage of coagulant should 
be appropriately increased to counteract 
the interference and promote good floc 
formation. 

3. The pH regulation of the raw water 
should be such that it will not cause a 
floc formation sufficiently rapid to re- 
duce the contact between the coagulant 
cation and the suspended particles dur- 
ing the period of floc formation, nor too 
slow a floc formation to interfere with 
the settling of the formed floc. 

4. The stirring rate employed during 
the flocculation period should be fast 
enough during the first few minutes to 
provide a good contact between the floc- 
culant cation and the suspended particles 
and should be adjusted after this critical 
period to facilitate the formation of floc 
masses that will settle out within the 
prescribed period. 

5. Because of the apparently inter- 
fering effect of calcium and magnesium 
ions on bacterial removal, it appears 
that flocculation of water having unus- 
ually high contents of these ions would 
require preflocculation treatment to re- 
duce the metal ions or a corresponding 
increase of coagulant dosage. especially 
when the process is applied to cold 
water. The use of lime to raise the pH 
of the water should be replaced by the 
use of caustic soda or compounds con- 
taining no calcium or magnesium. 

6. In a two-stage process the removal 
efficiency of the second stage may be 
improved by incomplete settling of the 
floc in the first stage, which leaves 
enough suspended material to form a 
good floc in the second stage. 


Summary and Conclusions 


A study has been conducted to deter- 
mine (1) the efficiency of a two-stage 
flocculation process for removing Cox- 
sackie and bacterial viruses and native 
coliform and total bacteria in raw Ohio 
River water at 5° C, 15° C. and 25° C, 
(2) the critical time in relation to floc 
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formation for the removal of these 
viruses and E. coli in the flocculation 
period, and (3) the interfering effect 
of gum arabic on the removal of these 
viruses and native bacteria in raw river 
water by alum flocculation. From the 
observations made in this study, the 
following summary is prepared: 

1. Based on the results obtained in 
the first stage, removal of the Coxsackie 
virus by 25 ppm of alum, i.e., 44 ppm 
of filter alum, in raw river water having 
turbidity readings under 260 ppm was 
95 and 99 per cent at 5° C-15° C and 
25° C, respectively, and by 15 ppm of 
alum, i.e., 26 ppm of filter alum, 95.7 
per cent at 25° C. In the same samples 
removal of the bacteria showed insig- 
nificant differences between E. coli and 
total bacteria. It was slightly higher 
than Coxsackie virus removal with 25 
ppm and significantly lower with 15 ppm 
of alum, with removal of the bacterial 
virus slightly but consistently lower than 
that of the Coxsackie virus. 

2. The virus-removal efficiency of the 
FeCl, used in the second stage was com- 
parable to that of alum, but its bacterial- 
removal efficiency was lower. These 
relatively poor results were attributed 
to poor floc formation due to inadequate 
turbidity. The lower bacterial removal 
was enhanced by the interfering effect 
of about 100 ppm of calcium ion and 
over 10 ppm of magnesium ion, the 
effect of which was exaggerated at lower 
temperatures. 

3. Removal of Coxsackie virus by the 
two stages combined was 99.6 per cent 
at 5° C and 15° C, and 99.9 per cent 
at 25° C with 25 ppm coagulant in each 
stage. With 15 ppm coagulant, Cox- 
sackie removal was 99.8 per cent at 
25° C. At the same time removal of 
native bacteria was 98-99 and 99.99 per 
cent by 15 and 25 ppm dosages, respec- 
tively, at 25° C, and about 99.99 per 
cent by the 25 ppm dosage at 5° C and 
15° C. 

4. Removal of the Coxsackie virus 


was slightly higher in general than that 
of the bacterial virus, contrary to the 
findings in the preceding study ' made 
with water of known chemical content. 
The presence of calcium and magnesium 
ions in the raw water and the addition 
of CaO in the second stage were be- 
lieved to have interfered with the forma- 
tion of the coagulant-cation bacterial- 
virus complex. 

5. The critical time for the formation 
of coagulant-microoganism complex in 
relation to removal of viruses and E. 
coli by practical dosages of alum at 
25° C was confined to the first few 
minutes after addition of the coagulant. 
The removal of about 60 per cent of the 
Coxsackie and bacterial virus by 360 
ppm of alum when the viruses were in- 
troduced 30 minutes after the alum ad- 
dition was attributed to the presence of 


‘a small amount of aluminum ion in 


combination with this large coagulant 
dose. 

6. Gum arabic at a concentration of 
20 ppm was found to prevent completely 
the formation of floc and removal of 
Coxsackie and bacterial viruses and na- 
tive bacteria in raw Ohio River water 
dosed with 15 ppm of alum. 

As a result of these observations, a 
number of suggestions were presented 
for obtaining practical maximum efh- 


ciency in removing viruses as well as 
bacteria and other particulate matter in 
water supplies by flocculation. 
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Geriatric Rehabilitation Course 


Principles and Practice of Geriatric Rehabilitation is a two-week course to be 
given by the New York Medical College-Metropolitan Hospital Center, April 21 to 
May 2. Designed for registered nurses, occupational and physical therapists. and 
social workers, the course is planned to provide intensified training in the rehabilita- 
tion care of the elderly, chronically ill patient. 


Tuition for the course is $100. A limited number of traineeships may be avail- 
able through a grant from the U. S. Office of Vocational Rehabilitation. New York 
State scholarships are also available to state residents or to those who expect to work 
in the state. Request for scholarships should be made at the time of application 
which should be made as early as possible since enrollment is limited. Dr. Jerome 
S. Tobis, Director, Department of Physical Medicine and Rehabilitation, New York 
Medical College. One East 105th St.. New York 29, N. Y. 
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This investigation deals with the pregnancy experience of members 
of the Health Insurance Plan as compared with that of the 
general population of New York City. The findings concern 


perinatal mortality and prematurity and are provocative, indeed. 


COMPARISON OF PREMATURITY AND PERINATAL 
MORTALITY IN A GENERAL POPULATION AND 
IN THE POPULATION OF A PREPAID GROUP 
PRACTICE, MEDICAL CARE PLAN 


Sam Shapiro, F.A.P.H.A.; Louis Weiner, F.A.P.H.A.; and Paul M. Densen, D.Sc., F.APH.A. 


FFORTS TO identify the etiologic fac- 

tors involved in premature birth 
and perinatal mortality encounter highly 
complex and perplexing problems. An 
underlying difficulty is the lack of basic 
knowledge regarding the physical, bio- 
logic, and social mechanisms responsi- 
ble for pregnancy loss. However, “it 
is not always necessary to know the 
finite causes of disease or death in order 
to take effective measures to control 
them. . . . If the mass factors (man’s 
physical and social environment) can 
be altered favorably, a preventive health 
program is practical whether or not the 
basic cause is understood.” ! 

This study is concerned with the rela- 
tionship between one of these “mass 
factors,” the mode of providing medical 
care and the outcome of pregnancy. 
Two populations in the same geographic 
area but subject to different medical 
care settings are compared with regard 
to the stage of pregnancy when prenatal 


1 Yankauer, Alfred. The Public Health 
Aspects of Perinatal Mortality. New York 
State J. Med. Vol. 57, No. 15, August 1, 1957. 


care begins, prematurity and perinatal 
mortality.*, The study groups are the 
enrollees in a comprehensive, prepaid 
group practice plan, the Health Insur- 
ance Plan of Greater New York (HIP), 
and the population of New York City, 
considered in general and then restricted 
to patients of private physicians pri- 
marily in solo practice. 


Method 


The study was undertaken jointly by 
HIP and the New York City Health 
Department. Data for the two study 
groups were obtained from punched 
cards prepared routinely by the Health 
Department from official records of live 
births, deaths, and fetal deaths before 
the study was planned. Included in the 
tabulations are the total deliveries in the 
HIP population attended by HIP doc- 
tors in 1955 and a systematic random 
sample of the 1955 deliveries in New 


? Defined as the mortality among infants 
under one week of age plus fetal deaths of 
20 weeks gestation or more. 
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York City as a whole.* Excluded from 
the study are deliveries to nonresidents 
in the city. 

The sizes of the study: groups follow: 

New York City—15,088 live births (10 per 
cent sample); 698 fetal deaths of 20 weeks 
or more gestation (20 per cent sample); 
2.731 infant deaths under seven days of age 
(100 per cent) 

HIP (all 100 per cent)—5,511 live births; 
73 fetal deaths of 20 weeks or more gestation; 
54 infant deaths under seven days of age 


Study Setting 


The medical care setting for the gen- 
eral population of New York City has 
in its background many years of deter- 
mined effort by public and voluntary 
health agencies and medical organiza- 
tions to decrease the hazards associated 
with pregnancy. The historic studies 
of the New York City Academy of Medi- 
cine and the reports of Baumgartner. 
Jacobziner, Pakter. Wallace, and others 
in the New York Health Department are 
part of the endeavor to improve peri- 
natal care.‘ These activities have oc- 
curred in an area where availability of 
physicians and medical facilities present 
no problem and where practically all 
births (over 99 per cent) occur in hos- 
pitals. Furthermore. along with the rest 
of the country, New York City has ex- 
perienced a rapid spread of insurance 
for inhospital care. By 1955 hospital 
insurance was carried by perhaps more 


‘See Appendix for a detailed description of 
the methodology. Tables A and B present 
the basic frequencies employed in this study. 

4 See, for example: 

Kohl, S. G. Perinatal Mortality in New 
York City. Cambridge, Mass.: Harvard Uni- 
versity Press, 1955. 

New York Academy of Medicine, Maternal 
Mortality in New York City—-A Study of All 
Puerperal Deaths 1930-1932. New York: 
Commonwealth Fund, 1933. 

Baumgartner, Leona, et al. Prenatal Care 
in New York City, 1955. Pub. Health Rep. 
69:937-944 (Oct.), 1954. 

Pakter, Jean, et al. Perinatal Mortality 
Rates as an Aid in Assessing Maternity Care. 
A.J.P.H. 45:728-735 ‘June), 1955. 
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than three-fourths of the city’s popula- 
tion. 

A comparatively new element in the 
medical care picture of the city is HIP, 
which started operations in 1947. In 
return for a premium which pays the 
entire cost® HIP enrollees are entitled 
to receive comprehensive medical care 
from physicians associated with 32 
medical groups distributed throughout 
New York City and Nassau County. 
Coverage is for preventive and diag- 
nostic medical services, as well as for 
therapy of specific illness. from family 
physicians and all types of specialists, 
in the doctor’s office, the home and the 
hospital. Also covered are laboratory, 
radiologic, and other diagnostic tests. 
There are no waiting periods for serv- 
ice and no limitations on the number of 
services or the duration of medical care. 
All enrollees carry hospital insurance. 

With rare exceptions obstetrical serv- 
ices in HIP are rendered by specialists 
in obstetrics. In 1955 there were 69 
obstetrician-gynecologists in the plan, of 
whom 45 were diplomates of the Ameri- 
can Board of Obstetrics and Gynecology : 
the remaining 24 were approved by the 
Medical Control Board of HIP as hav- 
ing comparable training and experi- 
ence. How much obstetrical care in the 
city as a whole is provided by board- 
certified obstetricians, and how much 
by other medical practitioners, is not 
known. There were, however, 592 
obstetrician-gynecologist diplomates 
the city during 1955,.* or about one per 
3.300 women in the child-bearing ages 
of 15-44 years. The corresponding 
ratio for HIP was one per 1,000. 

By 1955 the enrollment in HIP was 
416,000, a population equal to the size 
of a city like Rochester, N. Y. Three 
out of four of the subscribers had been 


5 The only exception to this is a possible $2 
charge for a night call to the home between 
10 p.m. and 7 a.m. 

® As determined from the New York State 
Medical Directory for 1955. 
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Table 1—Selected Characteristics of Live Births, 
New York City and HIP, 1955 


Characteristics No. 


New York City * 


Per cent 


150,880 
105,600 
26,77 

18,510 


a. Ethnic Group (Total) 7 
White 
Nonwhite 
Puerto Rican 


b. Age of Mother (Total) 
Under 20 years 
20-24 
25-29 
30-34 
35-39 
40 or more 


c. Birth Order (Total) t 150,880 
1 48,140 
2 44,450 
3 28,020 
4 or more 30,260 


150,880 
10,480 
44,650 
49,030 
30,030 
13,510 

3,180 


d. Percentage of Live Births 
Male 
Single births 
Preceded by at least one 
fetal death 


* Based on a 10 per cent sample. 


¢ Classification based on nativity of mother and race of both parents stated on birth record 


to births to women born in Puerto Rico. 


3 


“Puerto Rican’ refers 


¢ Refers to the sum of the number of live births (including current birth) and fetal deaths that the mother has 


had. Total includes birth order “not stated." 


in the plan for at least three years and 
half had been in for more than five 
years. Accordingly, most of the enrolled 
population had been exposed for several 
years to the full range of services pro- 
vided by the plan and to a health edu- 
cation program which emphasized the 
value of general preventive medical care 
and of early prenatal care, in particular. 

About 72 per cent of the enrollees in 
HIP during 1955 had entered the plan 
through group contracts with the official 
agencies of New York City, including 
such departments as the Board of Edu- 
cation, the Police, Fire, and Sanitation 
Departments, and the Transit Authority. 
The largest sources of enrollment next 
to this group were union welfare funds 


which accounted for one in- seven of 
HIP’s members in 1955. 


Comparison of Demographic Charac- 
teristics 


The two study populations are com- 
pared in Table 1 with respect to a num- 
ber of characteristics related to prema- 
turity and perinatal mortality. The 
New York City general population is 
far more heavily weighted with nonwhite 
and Puerto Rican births than is the HIP 
group.” Also, HIP has very few births 


* The study populations are classified into 
three ethnic-racial groups based on nativity of 
mother and race reported on the vital record. 
These groups are white, nonwhite, and Puerto 


HIP 
No. Per cent 
5,511 100.0 
70 4.857 88.1 
17 575 10.4 
12 79 1.4 
100 5511 100.0 
6 53 1.0 
29 884 16.0 
32 2.184 39.6 
’ 19 1574 28.6 
9 663 12.0 
2 153 2.8 
100. 5.511 100.0 
31. 1.470 26.7 
29. 1,844 33.5 
18. 1,185 21.5 
20. 1,012 18.4 
97.8 98.0 
21.2 19.7 
172 A.J.P.H. 


to women under 20 years of age and the 
proportion born to women 20-24 years 
old is low as compared with that for 
the city as a whole.® 

Far fewer differences are found in the 
birth order distributions than are noted 
for age of mother. However, New York 
City’s births are somewhat more heavily 
weighted toward first births than HIP’s. 
When the comparison of birth order 
cgmposition is made on an age-specific 
basis for each ethnic group, it is clear 
that the moderate variation in birth 
order which does exist is attributable to 
differentials in age and ethnic composi- 
tion.® This makes it unnecessary to 
standardize simultaneously for age of 
mother and birth order. 

The two groups are comparable in 
a number of characteristics important 
for this investigation. About the same 
percentage of HIP and New York City 
multiparous women reported a fetal loss 
prior to this pregnancy. Also, the sex 
and plurality composition of the chil- 
dren born are almost identical in the 
two populations. 

No information was available on the 
punched cards used in this study for 
classifying directly the HIP and New 
York City births, fetal and early infant 
deaths by socioeconomic status. How- 
ever. the results of a household survey 
conducted during indicate that 
larger proportions of the HIP enrollees 
were in occupational and educational 
classes associated with high socioeco- 
nomic status than was the case for the 
city at large. 


Rican. All births and fetal deaths are classi- 
fied Puerto Rican if the mother was born in 
Puerto Rico, regardless of “race entry.” 

® This holds for each ethnic group. Data 
are not shown separately in this detail, but 
will be made available on request. 

*One reason for the age differentials be- 
tween HIP and New York City is the fact 
that the source of HIP’s enrollment is em- 
ployment groups. 

1° Health and Medical Care in New York 
City. Published by the Harvard University 
Press for the Commonwealth Fund, 1957. 
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Several classifications are introduced 
in the study which take into account 
the socioeconomic factor. Data are 
shown separately for white and non- 
white births and for Puerto Rican births 
when the frequencies are large enough." 
In addition, a special category was estab- 
listed for New York City births. This 
is restricted to births and fetal deaths 
in hospitals among patients of private 
physicans. In effect, this category elimi- 
nates part of the low-income groups in 
New York 

A great majority of the deliveries 
among the white women in New York 
were by private physicians, but in the 
nonwhite and Puerto Rican groups all 
but a small percentage of the mothers 
were admitted to hospitals as general 
service cases (Table 2). 

Prematurity and perinatal mortality 
rates are also given for white deliveries 
in high-income health areas of New 
York City for comparison with rates 
in HIP. Two groups of areas were 
formed for this purpose. The criteria 
for inclusion in both were that the 
median family income was in excess of 
$5.000 according to the 1950 census 
and that less than 5 per cent of the 
births in the area during 1955 were 
nonwhite. One group consisted of 16 
health areas throughout the city for 
which the median income was $6.100 as 
compared with the median of $3,500 for 
the city as a whole. The other group 
consisted of high-income areas in the 


‘1Jt should be noted that throughout the 
report these three ethnic groups are mutually 
exclusive and neither “white” nor “nonwhite” 
includes births to Puerto Rican mothers. 

12 Identification of live births and fetal 
deaths attended by private physicians (i.e.. 
nonward admissions) was made by means of 
the following item in the “Confidential— 
Supplementary Medical Report” of the vital 
record. Indicate by X whether mother was: 

Private physician’s patient 
General service patient 

All but 2 per cent of the records in the 
New York City study group contained infor- 
mation for this item. The proportion of “not 
stated” for HIP was even lower. 
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Table 2—Per cent of Live Births and Fetal Deaths Attended by Private 
Physicians, by Ethnic Group, New York City and HIP, 1955 
(Single and Plural Live Births Combined) 


Per cent Attended by Private Physicians 


Fetal Deaths (20 Weeks 


Live Births Gestation or More) 


Ethnic Group New York City HIP New York City HIP 
Total 60.8 99.3 44.7 93.2 
White 83.1 99.6 74.9 98.3 
Nonwhite 10.9 97.0 9.1 ° 
Puerto Rican 4.9 94.9 2.9 7 
Nore: “Private Physicians’’ refer to nonward hospital admissions and complements of percentages in this table 
refer almost entirely to ward (or general service) admissions. A small proportion of the births (under 1 per cent) 


occurred outside the hospital. 
* Not computed, numerator of rate less than 10 


Borough of Queens (10 health areas) 
where it is believed that in-migration 
between the 1950 Census and the study 
year (1955) has not lowered the area's 
economic level. 


Findings 
Prenatal Care 


Based on information from the vital 
records concerning “period of gesta- 
tion,” “date prenatal care began,” and 
“delivery date,” estimates have been 
made of the stage of pregnancy when 
prenatal care was started.'* 

About half of the women (47 per 
cent) who had a baby in New York City 
during 1955 began to receive prenatal 
care in the first trimester of pregnancy: 
16 per cent either did not come under 
obstetrical supervision until the third 
trimester, or until the mother went into 


13 Where there has been a change in the 
source of the prenatal care, these estimates 
may reflect only the period that the women 
were under the last doctor's care. For this 
group, the size of which is unknown, a re- 
ported late start in prenatal care may really 
mean that the doctor supervising the preg- 
nancy in the terminal stages had no knowl- 
edge about medical observations made earlier 
in the course of the pregnancy. 


labor (Table 3). White women, at all 
ages and parity, had a distinctly better 
record for early prenatal care than 
women of other ethnic groups.'* The 
proportion of white mothers who ob- 
tained prenatal care in the first trimester 
was 61 per cent, which was several 
times the figure for nonwhite and 
Puerto Rican mothers (16 and 13 per 
cent, respectively). Furthermore, a 
third of the women in the latter two 
groups appear to have received prenatal 
care only in the third trimester or not 
at all. 

In HIP, as a whole, close to two-thirds 
(67 per cent) of the women started 
prenatal care during the first trimester 
and 4.5 per cent delayed prenatal care 
until the last trimester. In each ethnic 
group and at each age and parity of 
mother.'* a higher percentage of women 
in HIP than in New York City came 
under obstetrical care early in pregnancy 
(Table 3). By far the largest differen- 
tials between HIP and the city, on an 
over-all basis, occurred among the non- 
white and Puerto Rican mothers. 


14 Data are not shown because of 
limitation, but will be made 
request, 


space 
available on 
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Table 3—Live Births by Trimester of Pregnancy When Prenatal Care 
Began, Ethnic Groups in New York City and HIP, 1955 


(Single and Plural Live Births Combined) 


Per cent * of Live Births with Prenatal Care Begun in 


First Trimester 


New York r ity 


Private 
Physician 


Ethnic Group Total 


Total 
White 
Nonwhite 


$7. 67.6 


Puerto Rican 


®In each population group the sum of percentages given for first, second 


not total 100 per cent 
necessary to classify the birth by 


Confining the comparison to women 
who were patients of private physicians. 
brings the New York City and HIP 
figures for each ethnic group close to- 
gether. For all groups in the city com- 
bined the proportion of private-physician 
patients who began to receive prenatal 
care in the first trimester was 68 per 
cent. or virtually the same as for HIP 
(67 per cent). 

Of great importance is the significance 
of the reduction in HIP-New York 
City differentials when ward patients 
are removed from the New York City 
group. This may reflect only that the 
women in HIP come from population 
groups that ordinarily use private physi- 
cians. Or it may indicate that enrollment 
in HIP causes certain groups. particu- 
larly among nonwhites and Puerto 
Ricans, to modify their practice with 
regard to prenatal care and to adopt 
the pattern followed by patients of pri- 
vate physicians in the general commu- 
nity. Information on the socioeconomic 
status of such individuals would help 
to olarify this issue. 

The finding that in both the New 
York City private patient group and the 
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The difference represents the proportion of live birth certificates which did not « 


Third Trimester 
or No Care 
‘New York City 


Second Trimester 


New York City 
Private 


Total Physician HIP 


Private 


Total Physician 


HIP 


24.3 24.6 16.3 


23.6 23.4 


8.8 
37.9 32.5 34.1 


41.1 41.8 


33.0 


and third trimester and no © 


tain data 


stage of pregnancy «ben prenatal care began. 


HIP group white women were more 
likely to start prenatal care early than 
nonwhite and Puerto Rican women 

suggests that there are underlying dif- 
ferences among the ethnic groups which 
persist even when there is no apparent 
cost barrier to the receipt of obstetrical 
care. This may have its origin in the 
experience of friends and neighbors, in 
the employment status of the mother. or 
most broadly in the cultural background 
of the group. 


Prematurity 


The prematurity rate differed greatly 
among the ethnic groups in New York 
City.'"* For white births the rate (8.0 
per 100 live births) was almost half that 
for nonwhites (15.6). The prematurity 
rate among Puerto Rican births (11.7) 
fell about midway between the figures 
for the other two groups (Table 4). 


Infants weighing 2,500 gm or less at 
birth are classified as “premature.” There is 
some question about the applicability of this 
definition to all ethnic groups. However, in 
the absence of other criteria that could be 
introduced a uniform definition in terms of 
birth weight is used in this report for white, 
nonwhite, and Puerto Rican births. 
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Table 4—Prematurity Rates by Ethnic Group, Total and Single 


Live Births, New York City and HIP, 1955 


Rate per 100 Live Births * 


Comparison Between 


“HIP and Total HIP and New York City 
New York City New York City (Private Physician) 
os Private Differ- Standard Differ- Standard 
Ethnic Group Total Physician HIP ence Errort ence Error t 
Single and Plural Live Births 
Total 9.8 7.8 7.0 2.8 0.42 0.8 0.4 
White 8.0 7.7 6.6 1.4 0.4 1.1 0.4% 
Nonwhite 15.6 12.3 10.6 5.0 1.46 Bat 2.33 
Puerto Rican 11.7 t t 
Single Live Births 
Total 8.7 6.7 6.3 2.4 0.40 0.4 0.42 
White 7.0 6.6 5.9 ie 0.42 0.7 0.43 
Nonwhite 14.2 11.1 9.4 4.7 1.41 1.6 2.22 
Puerto Rican 10.6 t t 


* Prematurity rate is defined as the number of live births 2,500 gm, or Irss, at birth per 100 live births. 
+ Chances are less than one in 20 that a difference twice the standard error or greater is due to random factors. 


} Not computed, numerator of rate leas than 10. 


Among both white and nonwhite 
births, prematurity rates were appreci- 
ably lower in HiP than in the city. '® 
With some exceptions the HIP rates for 
specific ages of mother and birth orders 
were below the corresponding city 
figures.'* Adjusting the HIP white and 
nonwhite rates to take account of the 
differences in the ages of the mothers 
reduces but does not eliminate the HIP- 
New York City differentials (Table 5). 
The prematurity rates in HIP, after ad- 
justment for age of mother, were 6.9 
and 10.8 per 100 live births among the 
white and nonwhite births, respectively. 

The fact that HIP women tended to 
start prenatal care earlier than women 
in the city as a whole (private patients 
and ward admissions combined) was not 
the major reason the prematurity rate 


16 The prematurity rate for Puerto Rican 
births in HIP is not computed because of 
the small number of cases in the study. 

17 Ibid. footnote No. 14. 
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in HIP was lower than in the city. 
From Table 6 it is clear HIP’s rate was 
consistently below the city’s regardless 
of the trimester in which the obstetrician 
was first seen. Table 6 also gives pre- 
maturity rates for two groups of multi- 
parous women,'* those whose previous 
pregnancies had never terminated in a 
fetal death and those who reported at 
least one fetal loss. HIP’s prematurity 
rate is lower than the city’s in each of 
these groups among both white and non- 
white births. Further exploration of 
this interesting finding would require 
additional information about the course 
of the present and prior pregnancies. 

When the comparison is limited to 
patients of private physicians prematu- 
rity rates for New York City births 
closely approximate HIP rates. After 


18To increase homogeneity between HIP 
and New York City births the comparison is 
limited to prematurity rates among live births 
of second and third birth order. 
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Table 5—Prematurity Rates Among White and Nonwhite Live Births, 
Adjusted for Age of Mother, Total and Single Live 
Births, New York City and HIP, 1955 


Rate per 100 Live Births * 


All Births Private Physician 


Total New HIP Ad- Differ. Standard Total New HIP Ad- Differ- Standard 
Ethnic Group York City justed* ence Errort York City justed* ence  Errort 


Single and Plural Live Births 
Total (excluding 
Puerto Ricans) tot 1.6 0.44 


White : 6.9 1.1 0.47 
8 


Nonwhite S$. 10. 4.2 1.49 


Single Live Births 
Total (excluding 
Puerto Ricans) 8.1 4 0.42 6. 6.3 0.45 
White 6.9 ‘ 0.7 0.43 6. 6.2 0.4 0.44 


Nonwhite 13.4 ; 4.5 1.40 10. 9.2 0.9 2.18 


* Prematurity rate is defined as the number of live births 2,500 gm, or less, at birth per 100 births. Rates in thie 
table exclude births to Puerto Rican mothers and to women under 20 years of age, because of small numbers in these 
categories in HIP. 

* Adjusted to age of mother distributions of New York City births (excloding births to women under 20) in white 
and nonwhite groups. Totals for HIP are age and race adjusted 

? Chances are less than one in 20 that a difference twice the standard error or greater is due to random factors. 


Table 6—Prematurity Rates Among White and Nonwhite Live Births by Trimester 
When Prenatal Care Began and Prior Fetal Loss, New York City and 
HIP, 1955 (Single and Plural Births Combined) 
Rate per 100 Live Births * 
White Nonwhite 
Trimester Prenatal Care 
Jegan, Prior Fetal Death HIP New York City HIP 
Trimester 
First 
Second 
Third or no care 
Prior Fetal Deaths Among Births 


of Second and Third Order 
Mone 6.6 5. 13.9 


One or more 11.0 y 14.0 


* Prematurity rate is defined as the number of live births 2,500 gm, or less, at birth per 100 live births. 
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7.8 7.0 0.8 0.45 
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Live births 2,500 gm or lees of birth per 100 live births 


Total Private Health Queens Unad- Adyustec** 


Physician Areas* Health justed 
NYC —— Areas* +——H ——— 


* Median Income ever $5,000 (os reported in 1950 census) 
** Adjusted to age of mother distribution of live births attended 
by privete physicions in New York City 


Figure 1—Prematurity Rates Among 
White Live Births, New York City and 
HIP, 1955 


adjustment for differences in age and 
racial composition, the rate in HIP 
(7.0 per 100 live births) is only about 
10 per cent lower than the rate (7.8) 
among the births to women under the 
care of private doctors in the city (Ta- 
ble 5)." The gap is further reduced 
when the rates are made specific for 
single births. 

The prematurity rate for white births 
in HIP is presented in Figure 1 along 
with the corresponding rates for the 
city as a whole, for New York City 
private physician patients and for two 
sets of areas that had high average in- 
comes in the 1950 Census. The lowest 
of the New York City rates (7.3) oc- 
curred in the Queens’ group of high- 
income areas. This is slightly above 
the observed rate in HIP (6.6) and 
close to the rate for HIP adjusted to 
the age composition of women in New 
York City who used private physicians 
(6.9). 


Puerto 


19 These rates exclude births to 
Rican women and to mothers under 20 years 
of age because of the very small numbers of 


such births in HIP. 


For the nonwhite births there is no 
corresponding basis for examining pre- 
maturity rates for high-income geo- 
graphic areas. However, the fact that 
only 10 per cent of the nonwhite births 
in the city were to patients of private 
physicians would indicate that the “pri- 
vate physician” category in New York 
City represents a high socioeconomic 
group in the nonwhite population. It is 
of interest, therefore, that the prematu- 
rity rate for this group (11.4) and the 
rate for the nonwhites in HIP (10.7) 
after adjustment for age are about equal. 


Perinatal Mortality 


One way of expressing 
toward the objective of providing ade- 
quate prenatal care, controlling mor- 
bidity in pregnancy, and reducing pre- 
maturity is in terms of decreases in 
maternal and perinatal mortality.*" 

Perinatal loss is defined in this study 
as infant deaths under seven days. plus 
fetal deaths in pregnancies of 20 weeks 
gestation or more.*' The rate for each 
of these components varied greatly 
among the ethnic groups in New York 
City (Table 7). As in the case of the 
prematurity rate, mortality in early in- 
fancy and fetal loss among Puerto Rican 
births fell between the white and non- 


progress 


°° Maternal mortality is a minimal problem 
in New York City today. The rate for the 
city in 1955 was five per 10,000 live birth< 
plus fetal deaths. The corresponding rate for 
HIP was two per 10,000. Due to the small 
number of cases, the difference between the 
rates might easily have arisen from chance 
factors. 
21 The perinatal mortality rate is computed 
as follows: 
Infant deaths 
under seven days plus fetal 
deaths of at least 20 weeks gestation 


Live births plus fetal deaths of at 
least 20 weeks gestation 

Data are given in the Appendix on deaths 

during the first four weeks after birth and 

on fetal deaths of 20 or more and 28 or more 

weeks gestation for recombinations which 

conform with other definitions of perinatal 
mortality. 


3 
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Table 7—Mortality Rates in Early Infancy and Fetal Death Ratios 
by Ethnic Group, New York City and Hip, 1955 (Single 
and Plural Births Combined) 


Infant Deaths Under 7 
Days per 1,000 Live Birth- 


New York City 
Private 
Ethnie Group Total Physician 


Petal 
White 
Noawhite 


Puerto Rican 23.4 


* Not computed, sumerator of rate lees than 10 


white experience. Exclusion of ward 
admissions reduces all of the rates and 
closes the range among ethnic groups 
somewhat, but the differences between 
the white and nonwhite rates are still 
substantial. 

The magnitude of both the infant loss 
rate under one week and fetal mortality 
ratio was strikingly different in HIP 
and New York City. In HIP each of 
these rates was well below the corre- 
sponding rate among deliveries in the 
city at large for both the white and 
nonwhite groups. Furthermore, appre- 
ciable differences between the rates for 


Fetal Deaths 
(20 Weeks Gestation or 
More) per 1,000 Live Births 


New Y ork City 
Private 


HIP Total Physician 


17.0 


8. 16.5" 


15.7 38. 32.4 


HIP and New York City remain when 
the comparison is restricted to patients 
of private physicians. 

The lower prematurity rate in HIP 
is a factor in the differentials observed 
in the mortality under one week. Ad- 
justment of the HIP births to the weight 
distribution of New York City births 
reduces the HIP-New York City dif- 
ferential by about a third. 

In addition, the infant death rates 
under one week were examined for pre- 
mature and mature groups of white 
infants (Table 8}. The data are too 
fragmentary to reach definitive conclu- 


Table 8—Mortality Rates in Early Infancy Among White Live 
Births, by Weight at Birth, New York City and HIP, 
1955 (Single and Plural Births Combined) 


Weight at Birth 


Total 
2,500 gm or less (premature) 


More than 2,500 gm (mature) 


* Infant deaths under 7 days per 1,000 live births. 
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Rate per 1,000 Live Births * 
New York City 


Private 
Total Physican 


* 
14.7 13.2 11.9 
27.9 20.5 20.9 
| 
14.7 13.2 8.9 
122.1 112.9 90.1 
4.4 4.3 2.9 
179 


Table 9—Perinatal Mortality Rates by Ethnic Group, Total and Single 
Births and Fetal Deaths, New York City and HIP, 1955 


Rate per 1,000 Live Births 
Plus Fetal Deaths * 


New York City 


Private 
Total Physician HIP 


Ethnic Group 

Total 30.0 22.7 
White 29.3 
Nonwhite id 


Puerto Rican 


Single and Plural Births and Fetal Deaths 


Comparison Between 


HIP and Total 


HIP and New York City 
New York City (Private Physician) 
Differ- Standard Differ- 
ence Error * ence 


i Standard 
Error? 
17.6 2.14 

11.9 2.22 

28.5 7.45 


Single Births and Fetal Deaths 


Total 37.5 
White 30.0 
Nonwhite 61.2 


Puerto Rican 45.6 


2.19 


* Perinatal mortality rate is defined as infant deaths under seven days plus fetal deaths, 20 weeks gestation or 
more per 1,000 live births plus fetal deaths (20 weeks gestation or more). 
+ Chances are less than one in 20 that a difference twice the standard error or greater is due to random factors 


: Not computed, numerator of rate less than 10 


sions. but among white births ** there is 
some evidence that HIP’s rates may be 
lower in both weight groups, 2.500 gm, 
or less, and over 2,500 gm. A further 
breakdown of the prematurely born 
shows that the HIP-New York City 
(private physician) differential in mor- 
tality rates under one week resulted in 
the main from lower rates among in- 
fants weighing over 2,000 gm at birth. 
Additional observations are required 
which permit a repetition of this type 
of comparison for more detailed birth 
weight subdivisions. 

The consistently lower HIP rates for 
early infant loss and for fetal mortality 
result in substantially lower over-all 
perinatal mortailty rates in HIP than 
in the city’s population (Table 9). One 


22 The numbers are too small for the non- 
white births, even for a tentative examination 
of this issue. 


value in combining the two components 
of pregnancy loss in a perinatal mor- 
tality rate is that it provides a firmer 
basis for examining New York City- 
HIP differentials with respect to a num- 
ber of critical factors presented below: 


Age of Mother and Birth Order 


The perinatal mortality rates after 
adjustment for age of mother and ethnic 
differentials** were appreciably lower in 
HIP than in New York City. The 
comparative rates are 23.9 and 38.1 per 
1,000 live births and fetal deaths for 
HIP (adjusted to total city composition) 
and New York City, respectively: 21.3 
and 30.1 for HIP (adjusted to private 


23 Excluded from these rates for HIP and 
New York City are births and fetal deaths 
among Puerto Rican mothers and women 
under 20 years of age because of the small 
size of these groups in HIP. 


27.7 21.7 15.8 || 6.0 2.22 
27.0 19.9 10.1 2.23 7.1 2.26 
47.7 $2.5 29.7 7.88 16.2 10.57 
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Table 10—Perinatal Mortality Rates Among White and Nonwhite Deliveries, 
Adjusted for Age of Mother, Total and Single Births and Fetal 
Deaths, New York City and HIP, 1955 


Rate per 1,000 Live Births and Fetal Deaths * 


“All Births 


Private Physician 


Total New HIP Ad- Differ- Standard 
Errort 


Ethnic Group York City justed+ ence 


Total New HIP Ad- Differ. Standard 
York City justed* ence Errort 


Single and Plural Births and Fetal Deaths Combined 


Total (excluding 
PuertoRicans) 38. 23.9 14.2 


White 32. 20.8 11.4 
Nonwhite 3. 37.1 26.6 


2.38 30.1 
2.31 29.4 
8.63 53.0 


single Births and Fetal Deaths 


Total (excluding 
Puerto Ricans) 35. 13.9 


White 29. 20. 9.7 
Nonwhite 28.: 32.3 


* Perinatal mortality rate is defined as infant deathe under seven dave plue fetal deaths, 20 weeks gestation of 
more per 1,000 live births plus fetal deaths, (20 weeks gestation or more). 

¢ Adjusted to age of mother distributions of New York City birthe (excluding births to women under 20) in white 
and nonwhite groups. “Age of mother unknown™ distributed proportionately. Totals for HIP are age and race adjusted. 

: Chances are less than one in 20 that a difference twice the standard errors or greater i¢ due to random factors. 


patient group in the city) and New 
York City, respectively (Table 10). At 
all specific ages of mothers and birth 
orders for both the white and nonwhite 
group HIP’s perinatal mortality rates 
were below the city’s “* ¢Figure 2). 


Hospital Admissions 


The lower rate in HIP is not due to 
differences in the kinds of hospitals used 
by each population. The observed num- 
ber of perinatal deaths among births to 
HIP women (105) was lower than 
would have been expected (138), if the 
rates were the same as among births to 
other women admitted to the same hos- 
pitals by private doctors.*° 


°* Ibid. footnote No. 14. 

2° In this comparison, the expected number 
of cases was obtained by applying perinatal 
mortality rates in specific proprietary hos- 
pitals and nonward cases in voluntary hos- 
pitals to the number of HIP deliveries in each 
of these hospitals. Perinatal mortality was 
defined in the series of data (available on a 


FEBRUARY, 1958 


Socioeconomic Status 


The lower perinatal mortality rate in 
HIP is not attributable entirely to socio- 
economic differentials in the two popu- 
lations. This is indicated by the 


following: 


1. The rate in HIP remains lower than in 
the city when the comparison is restricted to 
patients of private physicians and differences 
between the two populations in age of mother 
and ethnic composition are eliminated. 

2. The HIP-New York City differential in 


100 per cent basis) as infant deaths in the 
first seven days after birth and fetal deaths 
of 28 weeks gestation or more. A_ similar 
definition was used for HIP. New York City 
rates in 1956 were used because of the avail- 
ability of information specifically for admis- 
sions by private physicians in voluntary hos- 
pitals. This type of data had not been 
tabulated for the study year 1955. However. 
the over-all perinatal mortality rate in New 
Yerk City was slightly less in 1956 than in 
1955. 

Chances are less than one in 100 that the 
difference between expected and observed 
numbers of perinatal deaths is due to random 
factors. 


as 
20.8 8.6 2.25 
35.6 17.4 11.12 
2.28 27. 20.1 7.0 2.29 he 
7.37 9.3 29.4 19.9 10.55 
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Figure 2—Perinatal Mortality Rates Among White and Non- 
white Deliveries, by Age of Mother, New York City and HIP, 


1955 


mortality is not affected when differences be- 
tween HIP and New York City private physi- 
cians in the hospitals they use for deliveries 
are taken into account. This type of stand- 
ardization controls for the association that may 
eccur between hospitals and the socioeconomic 
class of women admitted as patients of private 
doctors. 

3. The perinatal mortality rate for white 
births in HIP was lower than the correspond- 


> 
3? 
3 
#3 
24 

3 
32 
33 
3} x2] j276 Pod oa 
$3 2 
23 

= 6 
33°] 
Fs Total Private Health Queens Unad Adjusted** 

Physician ‘reas* Health justed 
NYC areas* | ——4 
* Medien income ever $5,000 (os reported in 1950 census) 
** Adjusted te age of mother distribution of live births ond 
feral deaths (20 weeks gestetion or more) attended by 
privete physicions in New York City 
Figure 3—Perinatal Mortality Rates 
Among White Deliveries, New York 


City and HIP, 1955 
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ing rates for two groups of health areas in the 
city with high median incomes (1950 Census). 
The lowest rate in Figure 3 for a set of New 
York City high-income areas was 27.6 as com- 
pared with 20.5 in HIP. The margin was 
about the same when the age-adjusted rate 
in HIP (20.8) was used for the comparisons. 


Summary and Discussion 


This study is concerned with the preg- 
nancy experience of enrollees in the 
Health Insurance Plan of Greater New 
York (HIP). a prepaid group practice 
comprehensive medical care plan, as 
compared with that of the general popu- 
lation of the city. The principle find- 
ings are: 


Prenatal Care 


On an over-all basis it appears that 
a higher proportion of women in HIP 
who had a baby in 1955 began their 
prenatal care in the first trimester (67 
per cent) than was true of women in 
New York City (47 per cent). How- 
ever, confining the comparison to the 
women delivered by private physicians 
shows that in both HIP and the city 
about two-thirds of the women started 
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prenatal care during the first trimester. 
The private patient figures were 67 per 
cent for white women in the two study 
groups: 55 and 49 per cent for nonwhite 
women in HIP and New York City, re- 
spectively, and 48 and 41 per cent for 
Puerto Rican women in HIP and New 
York City, respectively. 


Prematurity 


The prematurity rates, after adjust- 
ment to take account of differences in 
the age of mother, were lower in HIP 
than in New York City. This was true 
for both the white and nonwhite groups. 
Restricting the New York City group 
to women delivered by private physi- 
cians, the New York City rates were 
7.7 per 100 live births for whites and 
11.4 for nonwhites, as compared with 
6.9 and 10.8 in HIP. The rates for the 
white and nonwhite groups combined 
were 7.8 for New York City private 
patients and 7.0 for HIP. 


Perinatal Mortality 


The perinatal mortality rate for New 
York City was 38.1 per 1.000 live births 
and fetal deaths in 1955. The corre- 
sponding figure for HIP, after adjust- 
ment to take account of differences in 
age and ethnic group of the HIP moth- 
ers, was 23.9. The lower rate in HIP 


persisted when comparison was limited 
to the New York City private births, the 
figures now being 30.1 for New York 


City and 21.3 for HIP. Among the 
white private births in New York City 
the perinatal mortality rate was 29.4 
per 1,000 live births and fetal deaths. 
as contrasted with 20.8 for HIP. A 
larger difference occurred in the non- 
white group. the New York City rate 
among those delivered by private physi- 
cians being 53.0 and the HIP rate being 
35.6. 


This. then, is the comparative picture. 
but a question of major importance re- 


mains. Are the HIP-New York City 


FEBRUARY, 1958 


MEDICAL CARE 


differentials in pregnancy loss attribut- 
able to population characteristics not yet 
identified or are they due to the varia- 
tion in the medical care settings of the 
two populations? Thus far attention has 
been focused on indirect indicators of 
socioeconomic status (i.e., provision of 
medical care by private physicians and 
residence in high-income areas). The 
findings suggest that the lower perinatal 
mortality rate in HIP is not explained 
alone by socioecomonic differentials. A 
more direct measure can be obtained by 
returning to the individual live birth 
and fetal death certificates and classify- 
ing entries of “occupation of father” on 
these records into broad socioeconomic 
groupings. This type of information 
would have the additional value of 
clarifving the meaning of the private 
patient comparisons in prenatal care 
and prematurity as well as in perinatal 
mortality. 

Useful as measures of socioeconomic 
status are, they cannot, however. be 
expected to reflect the entire range of 
nonmedical factors which influence the 
course of a pregnancy. An inquiry inte 
various population characteristics as a 
possible source of the HIP-New York 
City perinatal mortality differentials 
would eventually have to consider the 
role of other social (including attitu- 
dinal and behavioral) attributes of the 
two groups. 

With regard to investigations related 
to variations in the medical care settings. 
a starting point might well be to deter- 
mine whether the HIP-New York City 
differential in perinatal mortality is 
affected importantly by the greater 
availability of diplomates in obstetrics- 
gynecology in HIP than in the city gen- 
erally.*° If it is found that HIP’s lower 
perinatal loss is not explained to any 


26 Private physicians can be identified by 
returning to the vital records and their board 
membership determined from the New York 
State Medical Directory. 
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significant degree by the more frequent 
use of diplomates, exploration of other 
elements in the medical care settings 
would be necessary. This might sug- 
gest, for example, an inquiry into pedi- 
atric services during early infancy both 
in HIP and in the city as a whole, or 
for a study of the management of preg- 
nancy under group practice of medicine 
in HIP and under solo practice in the 
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Detailed Methodology 


A basic consideration in the conduct of 
the study was the need to obtain data for 
both HIP and New York City births in the 
same degree of detail and quality. All tabu- 
lations have, therefore, been based on punched 
cards routinely prepared by the New York 
City Health Department from the official rec- 
ords of birth, death, and fetal death. 

The HIP study group consists of all de- 
liveries in the HIP population during 1955 
that were taken care of by HIP doctors. The 
New York City group consists of a 10 per 
cent sample of live births, a 20 per cent sam- 
ple of fetal deaths, and 100 per cent of the 
infant deaths. Included are births and fetal 
deaths in 1955 and infant deaths in 1955 and 
1956 among the 1955 births. The study is 
restricted to deliveries and deaths in New 
York City among residents of the city for 
both the HIP and New York City groups. 

Steps involved in idertifying the vital events 
in HIP and locating the corresponding punched 
cards prepared by the Health Department 
follow: 

1. Live births and fetal deaths in 1955 were 
located by searching routine reports of serv- 
ices to HIP patients received monthly from 
all HIP doctors. In addition to identifying 
the patient, the report form indicates when 
the service was received, the type of service, 
and the diagnosis. Entries of live birth, de- 
livery, stillbirth, miscarriage, D & C, incom- 
plete abortion, and so forth, were used to 
sereen for live births and fetal deaths. 

2. Live birth and fetal death certificates on 
file in the New York City Health Department 
for HIP deliveries were identified through a 
search of the routine indexes prepared by the 
department. Certificates were checked when 
there was doubt about the match. 

3. Statistical punched cards containing data 
routinely processed by the Health Department 
from the vital records were located for HIP 


general community." If, however, the 
lower perinatal mortality rate in HIP 
is primarily a function of the extent to 
which diplomates are used, this has great 
significance for community maternal 
and child health programs. 


27 This can be explored to some extent on 
the basis of medical information on the vital 
records. At least one additional year’s data 
are required for this purpose and plans have 
been made to obtain such additional data. 
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live births and fetal deaths by means of cer- 
tificate numbers determined through step (2) 
above. 

Infant deaths among HIP live births were 
identified by matching HIP deliveries against 
a file of punched cards for all infant deaths 
maintained by the city. 

4. Statistical punched cards were then pre- 
pared for HIP live births, fetal deaths, and 
infant deaths from the matching cards in the 
Health Department. Accordingly, the data 
for HIP came from the same Source docu- 
ments and were coded in the same way as 
for the city as a whole. 


Accuracy of Identification of HIP Deliveries 


Live Births—By the end of the birth index 
search certificate numbers were found for 99.9 
per cent of the live births identified as such 
on the HIP physicians’ report forms. Through 
an independent source of information! about 
a sample of deliveries by HIP doctors in 1955 
it was determined that the HIP report forms 
themselves were about 96 per cent complete, 
i.e., in 4 per cent of the cases the delivery was 
not recorded on the forms. To determine 
whether the failure to report the delivery was 
associated with death immediately after de- 
livery the unreported cases (25 in the sample) 
were checked against the vital records in the 
Health Department. It was found that none 
of the infants died during infancy. 


1 The source was a study of hospital ad- 
missions among subscribers and their depend- 
ents enrolled in HIP through accounts in the 
municipal departments of New York City. 
Hospitalizations in this study were located 
through a search of Blue Cross records. 


Densen, Paul M.; Balamuth, Eve: and 
Shapiro, Sam. Prepaid Medical Care and 
Hospital Utilization. New York: Health In- 
surance Plan of Greater New York, Mono- 
graph Series, American Hospital Association. 
(Mimeo.) 
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Table A—Live Births, Neonatal and Fetal Deaths by Ethnic Group, New York 
City and HIP, 1955 (Single and Plural Births Combined) 


Infant Deaths 


Under 


Live Births 28 Days 


Ethnic Group 


Fetal Deaths 


20 Weeks Gesta- 28". eeks Gesta- 
tion or More tion or More 


Under 
7 Days 


New York City * 


Total 3,025 
White 1,723 
Nonwhite 831 
Puerto Rican : 471 

Private Physician 
Total * 1,376 
White 1,291 


Nonwhite 


Total * 
White 


Nonwhite 


2,731 


* Live births based on a 10 per cent sample; infant deaths based on 100 per cent counts; fetal deaths based on 


20 per cent sample 


+ Includes Puerto Rican live births, infant deaths, and fetal deaths. 


: Based on 100 per cent counts 


Fetal Deaths—For purposes of this study 
the group of fetal deaths that was of primary 
interest consisted of fetal deaths of 20 weeks 
or more gestation. One of the accuracy 
checks carried out was directed at measuring 
the extent to which fetal death certificates 
could be found for this category of fetal 
deaths reported in HIP. 

In connection with this a problem was posed 
by the fact that the listings of physicians’ 
services in HIP, which were screened for 
entries regarding fetal deaths, usually do not 
give period of gestation. In those cases where 
the entry matched a fetal death listed in the 
Health Department index gestational age was 
obtained from the statistical punched card 
already prepared. To determine which of the 
unmatched entries referred to fetal deaths 
of 20 weeks or more gestation it was neces- 
sary to check the medical charts in HIP. This 
was done for a sample of the entries “D & 
C,” “spontaneous abortion,” and “incomplete 
abortion.” The review indicated that none 
of these entries referred to pregnancies that 
had advanced to the 20th week gestation. It 
was assumed that all references to “stillbirth,” 
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“fetal death.” and “late abortion” concerned 
fetal deaths of at least 20 weeks gestation. 
On the basis of the preceding it became 
possible to estimate the proportion of total 
fetal deaths of 20 weeks or more gestation in 
HIP for which fetal death certificates could 
be identified. This turned out to be 90 per 
cent. The degree of “underreporting” indi- 
cated by the complement of this figure is not 
surprising. In a study of the general situa- 
tion in New York City in 1944 it was found 
that certificates were not filed for 14 per cent 
of the third trimester and for 34 per cent of 
the second trimester fetal deaths.2 Although 
it may be assumed that improvement has oc- 
curred since then, the 10 per cent figure of 
underreporting in the HIP study groups does 
not appear to be unusually high. It may, in 
fact, be low. For purposes of this study, 
however, the most reasonable assumption is 
that the HIP and the New York City groups 
of fetal deaths of 20 weeks or more gestation 
have about the same degree of underreporting. 


Beumgasteer, Leona, et al. The Inade- 
quacy of Routine Reporting of Fetal Deaths. 
AJ.P.H. 39, 12:1549-1552 (Dec.), 1949. 
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Table B—Live Births, Neonatal and Fetal Deaths by Ethnic Group, 


Single Births in New York City and HIP, 1955 


Infant Deaths 


Under 
28 Days 


Ethnic Group Live Births 


Total 147.410 2,703 


White 103,210 1,527 


Nonwhite 26,140 


Puerto Rican 18,060 


Private Physician 
Total * 


White 


89,490 
85,730 


Nonwhite 2.890 


Fetal Deaths 


28 Weeks Gesta- 
tion or More 


20 Weeks Gesta- 


tion or More 


Under 
7 Days 


New York City * 


2,424 
1,364 


671 


HIP? 


Total * 5401 


White 4,761 


4.561 


Nonwhite 


* Live births based on a 10 per cent sample; 
20 per cent sample 
* Includes Puerto Rican live births, 


t Based on 100 per cent 


infant deaths 


counts. 


Failure to record a fetal death on the physi- 
cian’s report form in HIP occurred about as 
often as was noted for live births (5 per 
cent). Accordingly, errors of this type do 
not affect HIP’s fetal death ratios, since they 
occur to the same extent in both the numera- 
tor and denominator. The perinatal rates, 
however, may be understated by about 3 per 
cent because of this factor. 


Study of Possible Bias Resulting from HIP En- 
rollees’ Use of Obstetricians Not in HIP 


As mentioned earlier the HIP study group 
consists of deliveries by doctors in the plan. 
However, some women in HIP use obstetri- 
cians not associated with the plan and it is 
important to establish whether this selectivity 
is correlated with conditions that may affect 
the pregnancy outcome. 

This issue has been examined on the basis 
of a random sample of births to 264 women 
enrolled in HIP who were delivered in 1955 
by physicians not in HIP. The observed 
number of perinatal deaths in this group was 


infant deaths based on 100 per cer 


deaths based ot 


and fetal deaths 


The expected number based on the 
age of mother and ethnic group rates in 
HIP was 5.62; the expected number based 
on age and ethnic rates in New York City 
(private physician) was 8.42. Accordingly, 
the perinatal mortality experience among the 
264 women appears to fall between HIP and 
New York City (private physician). 

Two other factors bearing on the issue of 
possible bias have been studied. These are 
history of prior fetal loss and changes in 
source of obstetrical care. With regard to 
the first point, entries on the vital records 
show that about the same proportion of the 
264 women had a fetal death prior to this 
pregnancy as was true for women who were 
delivered by HIP obstetricians. The propor- 
tions were 21 and 20 per cent, respectively. 
Also similar percentages of the women were 
multiparous (78 and 73 per cent, respectively) . 

The source of prenatal care would be a 
significant factor if women who went outside 
the plan for their obstetrical care had started 
prenatal care in HIP and changed doctors 
because of pregnancy complications. An ex- 


seven. 
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amination of reports of physician services in 
HIP for a subsample of the women delivered 
by an obstetrician not in HIP indicates that 
this is rarely the situation. Out of a group of 
123 women, 101 did not see an obstetrician 
in HIP at all, 14 saw him once, and only seven 
saw an HIP obstetrician two or more times 
during the pregnancy. 

It seems clear from the above that in this 
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study the rates for HIP are not influenced to 
any important degree by the fact that some 
enrollees use obstetricians outside the plan. 
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Another Fluoridation Endorsement 


Following the lead of the American Medical Association which last December 
strengthened its approval of fluoridating public water supplies as a means of pre- 
venting dental caries. the New York State Medical Society took similar action in 
January. The policy-making council of the Society concluded “after careful con- 
sideration” that “beyond any reasonable doubt water fluoridation is an effective 
and safe procedure for preventing tooth decay.” This decision was conveyed to 


Mayor Wagner by a delegation of officials of the state society. In the meantime. the 
Public Health Service reports that nearly 33,000,000 persons now have the benefit 
of artificially fluoridated water supplies. in addition to the nearly 4.000.000 with the 
advantage of a naturally fluoridated water supply. 
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Several studies have shown that medical care facilities and 


services available without financial barriers may still not be 


as fully utilized as necessary. 


Brightman and his co-workers 


‘examine various facets of this problem among welfare 


recipients in Syracuse. 


4 second and concluding section of 


this study will appear in an early issue. 


KNOWLEDGE AND UTILIZATION OF HEALTH 
‘RESOURCES BY PUBLIC ASSISTANCE RECIPIENTS 


I. Public Health and Preventive Medical Resources 


I. Jay Brightman, M.D., F.A.P.H.A.: Herbert Notkin, M.D. F.APH.A.: 
William A. Brumfield, Jr. M.D. F.A.PH.A.; Stella M. Dorsey, 


M.S.; and Herman 8S. Solomon 


URING THE summer of 1955 a study 
D was made in Syracuse, N. Y., to 
ascertain the extent to which recipients 
of public assistance utilize health serv- 
ices available to them and to compare 
their utilization with that of other socio- 
economic groups. An attempt was also 
made to determine whether the health 
education technics utilized by voluntary 
and official community health agencies 
reach public welfare recipients to the 
same extent as other population groups, 
or whether an intensification of or 
change in these technics is indicated. 

The project was a joint undertaking 
of the New York State Departments of 
Social Welfare and of Health. the State 
University College of Medicine at Svra- 
cuse, the Syracuse City Department of 
Health. and the Onondaga County De- 
partment of Public Welfare. 

This report will describe the method- 
ology and present the findings concern- 
ing the knowledge and utilization of 
public preventive medical services. A 
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second report will describe the findings 
relative to therapeutic services.* 


Methodology 


The Community 

Syracuse was selected for this study 
for the following reasons: 

1. It is a medium-sized city popula- 
tion of about 250,000) with well organ- 
ized community services. The commu- 
nity is interested in health and welfare 
problems.* has much in 
social planning, and could be counted 
upon for support and cooperation. 

2. The State College of 
Medicine at Syracuse is strongly inter- 


contributed 


niversits 


ested in projects of this tvpe and had 
a steadily 
Preventive 


developing Department of 


Medicine with staff mem- 


* 11. Reported Ilness and Therapeutic Serv- 
ices. (To be published in the A.J.P.H. 
(Mar.), 1958.) 

+ Winslow, C.-E. A. A City Set on a Hill. 
New York: Doubleday, Deran and Co.. 1934. 
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bers who could make significant con- 
tributions. 

3. The State Department of Social 
Welfare has as director of its Syracuse 
Area Office, a former executive secretary 
of the local Council of Social Agencies. 
thoroughly familiar with the commu- 
nity’s health and welfare facilities. 

4. The Onondaga County commis- 
sioner of public welfare has long been 
cognizant of the significance of the 
welfare medical program and had re- 
cently appointed a public health trained 
physician as his full-time medical di- 
rector. 


The Study Group 


Basic Study Group—It seemed most 
desirable to select families that included 
children and who had been receiving 
public assistance for a sufficiently long 
and continuous period so that their pat- 
tern of living at that economic level was 
fairly well stabilized. It was also de- 
sired that the basic study group include 
mainly families with children. Families 
in the Aid to Dependent Children cate- 
gory met the needs most satisfactorily. 
The basic qualification was that the 
families were known to the Onondaga 
County Department of Welfare through- 
out the 12 months of the study and had 
received a public assistance grant dur- 
ing at least eight of those months. 

First Comparative Group—The first 
comparative group was also chosen at 
a low economic level, but with sufficient 
resources to make them ineligible for 
public assistance. This would permit a 
comparison of the utilization of health 
resources by low-income families that 
pay for such services out of their own 
income (if not available without per- 
sonal charge) with that by the ADC 
families, for whom medical care is pro- 
vided as part of public assistance. For 
this purpose. nonwelfare family groups 
residing in a low-income housing proj- 
ect were considered to form an accept- 
able study group. 
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Second Comparative Group—It was 
also considered desirable to compare the 
knowledge and utilization of health serv- 
ices by the public assistance group with 
a group of families at a significantly 
higher economic level. Theoretically. it 
would have been desirable to make such 
a comparison with the population at 
large. However, this would have in- 
volved a difficult sampling problem and 
it was decided to concentrate upon one 
element of the general population. rec- 
ognizing that any findings and conclu- 
sions refer to that element only. 

For this purpose, families of em- 
plovees of a single large industry were 
chosen, with income ranges of $5.000- 
$7,500 per vear. These can- 
not be considered typical of the middle- 
income group of the general population 
because they were practically all covered 
by a medical insurance plan offered 
through the company. However. this 
group did permit a comparison of health 
service utilization by a middle-income 
group having much of its medical serv- 
ices paid for in part by a third party 
and the public assistance group which 
also received medical services through 
third party (welfare) payments. 


Method of Data Collection 


Information concerning all members 
of the selected households was obtained 
by a personal interview with the home- 
makers or other qualified respondents 
at their homes, using prepared sched- 
ules. Female homemakers served as re- 
spondents in 84 per cent. or more. of 
each of these groups. The use of health 
services was recorded for the 12-month 
period from July 1. 1954, through June 
30, 1955. except for certain maternity 
services for which five-year period 
with the same termination date was 
utilized. 

To analyze the relationship between 
the availability of health facilities. and 
the knowledge and utilization of these 
services, a complete inventory of health 
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facilities in the county was established. 

The field work, consisting of direct 
household interviews with the families 
of the basic and comparative groups. 
was conducted by a group of 14 medical 
students from the State University Col- 
lege of Medicine at Syracuse who had 
completed their second or third academic 
year. 


Characteristics of the Sample 


The survey covered 856 households 
comprised of 3,651 persons. As shown 
in Table 1 there were 323 households 
in the Aid to Dependent Children group, 
315 in the Low-Rent Housing group, 
and 218 in the Industrial Middle-Income 
group. These groups will be referred 
to as ADC, LRH, and IMI, respectively. 

The average size of the household was 
almost identical in each group, being 
4.2, 4.3, and 4.3 respectively. However. 
by the very nature of the public assist- 
ance group which they comprise, all of 
the ADC households had children, com- 
pared to 85 per cent for the LRH, and 93 
per cent for the IMI groups. Also, ADC 


had a high proportion of households 
(81 per cent) with only one parent 
present (almost always the female). 
compared to 26 per cent for LRH and 
2 per cent for IMI. 

The period of residence of the house- 
holds in Onondaga County as a whole 
and in their present home was deter- 
mined. The findings indicate consider- 
able residential stability among the 
families in all three groups. The great 
majority of households in each group 
(85-90 per cent) had been in Onondaga 
County five years, or more, long enough 
to have become familiar with commu- 
nity health resources and in the present 
households long enough (63-88 per 
cent one year, or more) to know what 
services and health personnel were avail- 
able in their immediate neighborhood. 
This stability factor is important in con- 
sidering the reported knowledge and use 
of community health services. 

As might be expected, there were 
considerable differences in the educa- 
tional attainments of the adult member: 
of the three groups. As seen in Table 
2. 43 per cent of the ADC adults com- 


Table 1—Composition of the Sample 


Item 


Total number of households 
Total number of persons 
Average number of persons per household 


Households having children, as per 
cent of total households 
Preschool-age children 
School-age children 


Households having parents present, as 


per cent of households having children 


Both parents 
One parent 
None 


Children, as per cent of total persons 
Preschool age 
School age 


Nore: Abbreviations in this and subsequent tables: 


housing group; and IMI—Industrial middle-income group. 


ADC—Aid to 


ADC 


323 


Dependent Children group; LRH--Low-rent 


LRH IMI 
= 315 218 
1,368 1,349 937 
4.3 1.3 
100 85 93 
53 34. 51 
: 81 63 73> 
16 74 98 
8l 26 2 4 
3 0 0 
65 $7 
21 24 18 
Ht 30 29 
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Table 2—Educational Attainment of Adults in Sample, Percentage 
Distribution in Respective Survey Groups 


Years of School ADC LRH IMI 


Total adults, age 18 years and over 463 608 501 
Total 


Completed 8 years of school or less 


Completed 9-11 years of school 32 36 18 


Completed 12 years of school or more 


Unknown 7 7 


pleted only eight years of school or less. households @btained health information. 
This compared with 30 per cent for such as knowledge of good health prac- 
LRH, and 15 per cent for IMI adults. tices, signs of illness, prevention of dis- 
ease and common self-care. The re- 

Findings spondent was asked which sources of 
health information were most helpful, 
rather than the frequency with which 
An attempt was made to determine such sources were used. Advice from 
the sources from which the surveyed a physician, nurse, or other person re- 


Sources of Health Information 


Table 3—Sources of Health Information, Percentage of 
Households in Respective Survey Groups * 


Source ADC LRH 
Physicians and nurses 
Private physician 36 76 8&7 
Clinic physician or nurse 83 59 16 
° Industrial] physician or nurse 5 13 52 
School physician or nurse 38 Ww 30 
Public health or visitng nurse 5 33 


Other persons 


Druggist 52 50 
Welfare caseworker 55 5 1 
Clergyman 18 17 12 
Mother 33 38 33 


Other relative, neighbor, or friend 


Group meetings or lectures 


Nonpersonal 


Newspapers 65 67 82 
Magazine articles 50 57 77 
Books Hh 43 59 
Pamphlets and bulletins, including 
advertising materials 35 49 53 
Radio and television 72 67 70 
Health filins 26 27 26 


* Columas add up to more than 100 per cent due to multiple sources of health information. 
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garding treatment of a specific illness 
occurring in a family member was 
excluded. 

In Table 3 it is evident that house- 
holds in each of the survey groups relied 
on physicians and nurses to a consider- 
able extent for health information, al- 
though there were expected variations 
in the types of physicians and nurses 
to which each group had access. 

There was remarkable uniformity 
among the three groups regarding other 
persons from whom information was 
obtained. An obvious exception was 
the high frequency with which welfare 
caseworkers provided information to the 
ADC households. In the light of this 
finding the question may be raised 
whether the welfare caseworkers are 
adequately trained to give such infor- 
mation. 

With regard to health information 
obtained through various nonpersonal 
media. the IMI group relied more on 
newspapers, magazines, and books and 
to a lesser extent on pamphlets and bul- 
letins, than did the lower income groups. 
Nevertheless. even though the former 
media were used less by ADC and LRH 
families they still constituted important 
sources of information for these groups. 


Of particular interest is the considerable 
emphasis given by all three groups to 
the receipt of health information by 
radio and television. It appears that 
these are excellent media which should 
be further exploited. 

Questions were also asked about health 
education literature obtained from vari- 
ous sources. Advertising materials re- 
lated to fund-raising campaigns for vol- 
untary health agencies or to the selling 
of health or life insurance policies were 
not considered. 

From Table 4 it is evident that or- 
ganized health services placed health 
literature in a significant percentage of 
ADC and LRH households, but in a 
very small proportion of the IMI house- 
holds. The schools and PTA groups dis- 
tributed materials to high percentages 
of beth the ADC and IMI households, 
but for some unknown reason to a much 
smaller percentage of LRH households. 

Of particular significance was the 
failure of the Welfare Department to 
utilize health education literature, espe- 
cially when considering the extent to 
which the caseworkers are mentioned 
by ADC households as sources of health 
information. This would seem to indi- 
cate that. in addition to inservice train- 


Table 4—Sources of Nonadvertising Health Education Literature, 
Percentage of Households in Kespective Survey Groups * 


Item 


ADC LRH 


Households receiving literature, as per 
cent of total households 


Distribution by source 
Total * 
Private physicians 
Organized health and medical services 
(Health Department. hospital. clinic. 
or visiting nurses} 
School or PT \ 
Employer 
Welfare Department 
Other or unknown 


12 

22 48 
3 16 
0 0 
24 23 


*Columns may add up to more than 100 per cent because several houscholds received literature from more than 
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ing of caseworkers regarding health 
problems of recipients, some orientation 
to health education might be provided 
to assist them in giving correct advice. 

As expected, the IMI households were 
the only group to receive any health 
literature from the employer. However. 
the percentage is relatively small (16 
per cent) and apparently more could be 
done in this regard. 

The insignificant distribution of health 
literature by private physicians among 
all three groups was particularly note- 
worthy. 


Knowledge and Reported Utilization of School 
Health Services 

An attempt was made to ascertain the 
extent of knowledge regarding school 
health services available to the children 
of the household and the receipt or 
utilization of these services. (Questions 
in this section were limited to fam- 
ilies with children currently attending 


Table 5—Receipt of School Health Services, Percentage 
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school.) Specific questions were asked 
concerning the following items: 


1. Examination by a physician 
2. First aid 

3. Home visits by nurses 

4. Individual] health advice 

5. Class instruction in health 
6. Vision tests 

7. Hearing tests 

8. Dental hygiene 

9. Speech correction 

0. Child guidance 


There were essentially no differences 
among the three survey groups. The 
average number of services known to 
the three groups varied from 6.3 to 6.6, 
and the average number utilized from 
1.7 to 5.0. 

Table 5 presents data on the four 
types of school health services most fre- 
quently used, from the viewpoint of 
follow-up of recommendations. Physi- 
cians) examinations and vision tests 
were recommended less frequently for 


Distribution by Respective Survey Groups 


ltem 


Total children in school 


Examined by a physician 
Percentage examined 
Percentage of examinees receiving 

recommendation 


Vision tests 
Percentage examined 
Percentage of examinees receiving 
recommendation 


Hearing tests 
Percentage examined 

Percentage of examinees receiving 
recommendation 


Dental hygiene examination 

Percentage examined 

Percentage of examinees receiving 
recommendations 

Percentage of recommendations followed 
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Percentage of recommendations followed 


Percentage of recommendations followed 


Percentage of recommendations followed 


ADC LRH 


606 411 275 


91 84 


15 10 


& 88 87 
32 35 32 
69 61 78 


| 
4 
“Ses 
IMI 
51 5h 64 
25 
11 8 2 = 
69 63 100 
i 
2 3 ] 
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67 80 100 
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the IMI children than for the ADC and 
LRH children, but a higher percentage 
of recommendations were followed when 


made. However, the figures are rather 
small. Recommendations for treatment 
following dental examinations, were 


made fairly uniformly among the three 
groups, with about one-third of each 
group receiving such recommendations. 
While it might have been expected that 
more dental problems would have been 
found in the ADC and LRH groups, it 
must be remembered that these recom- 
mendations refer to needed services. 
whether for one small dental cavity or 
a completely carious mouth. No in- 
formation was obtained regarding the 
extent of the needed service. 

Despite the small size of the figures. 
it does appear that the extent to which 
medical and dental recommendations 
were followed leaves much to be desired 
in each survey group, although the IMI 
group did somewhat better than the 
others: More follow-up by school health 
nurses would seem to be in order. 


Knowledge and Reported Utilization of Com- 
munity Health Facilities and Services 


Inquiry was made regarding knowl- 
edge and reported utilization of com- 
munity health Regarding 
knowledge the findings. briefly. are as 
follows: 


services. 


1. At least 99 per cent of the persons in 
each group were familiar with the hespital- 
nearest their homes. 

2. Concerning such immuniza- 
tion, maternity, chest. well baby, dental, and 
psychiztric clinics, designed primarily for low- 


services as 


income groups, knowledge was considerably 
higher in the ADC and LRH groups than for 
the IMI group. 

3. For other services intended for the entire 
population, regardless of financial status, such 
as nursing services, orthopedic clinics, heart 
or rheumatic fever clinics, the speech and 
hearing center, the child guidance clinic, and 
Alcoholics Anonymous, there was little differ- 
ence in the frequency of knowledge among 
the three survey groups. 
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Table 6 presents the reported utiliza- 
tion of the four services, excluding hos- 
pitals, used most frequently by the three 
groups. Utilization of the remaining 
services was not sufficiently great among 
the three groups to warrant tabulation 
and comparison. Immunization clinics 
and child health conferences are used 
fairly frequently by ADC and LRH 
households but very little by IMI. Al- 
though the health department orthopedic 
clinics are designed to serve all elements 
of the population, the data indicate more 
frequent utilization by ADC families 
than by the other two groups. 

On the other hand, chest x-rays for 
routine case finding were reported for 
91 per cent of IMI households, but for 
only 27 per cent of ADC and 38 per 
cent of LRH groups. The high figure 
for IMI households is undoubtedly re- 
lated to the fact that the adult males 
are included in the industrial case-find- 
ing program. These findings indicate 
that the Syracuse mass chest x-ray pro- 
grams do not adequately reach adults 
in either the ADC or LRH groups. 

To determine the extent to which the 
children of the three survey groups ob- 
tained immunizations and child health 
supervision during the year, regardless 
ef source. information on services re- 
ceived from private physicians, pediatric 
clinics. and health department immuni- 
zation clinics was pooled. Table 7 in- 
dicates that immunization services were 
obtained approximately equally by the 
children of the three survey groups. It 
should be emphasized here that if the 
data had been limited to infants, rather 
than applying to all preschool children, 
the figures for all groups would have 
been relatively higher. 

The data on child health supervision in 
this table are based upon the percentage 
of all children in the respective survey 
groups. The data indicate a higher 
receipt of child health supervision in 
IMI than in ADC families, with the 
LRH group falling between them. These 
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Table 6—Utilization of Selected Community Health Services, Percentage 


Item ADC LRH IMI 


Using immunization clinic 
Households, as per cent of those 


having preschool children 39 5 
Preschool children, as per cent 
of all preschool children 32 29 i 


Using child health conference 
Households, as per cent of those 


having preschoo] children 31 39 4 
Preschool children, as per cent of 
all preschool children 28 32 4 


Using Health Department orthopedic clinic 
Households, as per cent of those 


having preschool or school children 10 4 ] 
Children, as per cent of all ee 
preschool and school children 4 2 ° 5 


Using chest x-ray facility 


Households, as per cent of all households 27 38 9) 
Persons, as per cent of all persons 10 13 22 
In mass programs, as per cent of 

persons x-rayed 52 74 o4 
By individual referral, as per cent 

of persons x-rayed 31 26 8 


* Less than half of 1 per cent 


Table 7—Immunization and Child Health Supervision Received from All Sources 


Item ADC LRH IMI 


Preschool children receiving immunization, 
as per cent of all preschool children 
in respective survey groups 


Total 


From private physician 


From general pediatric clinic & 2 3 2 
From Health Department immunization clinic 32 29 rT 


Children receiving child health supervision, 
as per cent of all children in 
respective survey groups 


Total 


From private physician 
From general pediatric clinic 5 2 


From Health Department child health 


conference 
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Table 8a—tUtilization of Maternity 
Time of First Examination by 


Item 


Number of women giving birth during 
period studied 


Month of first examination 
(percentage distribution) 


Total 
First three months 
Fourth or fifth month 
Sixth through ninth month 


Unknown 


findings are undoubtedly related to the 
fact that there are differences in the 
age ranges within which children are 
ordinarily accepted for care by the three 
resources studied, i.e., private physicians’ 
care for children of all ages, pediatric 
clinics usually accept children only up 
to 12 vears of age. and child health con- 
ferences are usually limited to children 
up to six years of age. Restriction of 
this table to preschool children might 
well have resulted in more comparable 
figures. 


Services, July, 1950—June, 1955. 
Physician for Last Pregnancy 


LRH IMI 


ADC 


173 


Reported Utilization of Maternity Services— 
July, 1950, Through June, 1955 


Questions were asked concerning the 
utilization of maternity services during 
the previous five-year period in order to 
obtain an increased number of pregnan- 
cies for which information would be 
available. There were 173 women of 
child-bearing age in the ADC. 167 in the 
LRH, and 107 in the IMI groups. repre- 
senting about half of the households in 
each group. The average number of chil- 
dren born to these women during the 


Table 8b—Ltilization of Maternity Services, July, 1950—June, 1955, Receipt of 
Antepartum and Postpartum Medical Care by Mothers Bearing Children 
During Five-Year Period* (Percentages) 


Antepartum Care 


Item 


Total 


Received care in each 
pregnancy 


Lacked care in one or 
more pregnancies 


Received care in some but 
not all pregnancies 


Received care in no pregnancy 0 


Postpartum (are 


LRH IMI ADC LRH IMI 


100 100 100 100 100 


98 100 


* Includes care rendered by either private or clinic physicians 


A.J.P.H. 


i = 167 107 
| 100 100 100 
62 91 ‘ 
| 31 26 8 
21 1 
2 l 0 
ADC 
100 
9 10 2 
196 


Antepartum Care 


No. of Visits ADC 


Total 


100 


3 


46 


7 or more 


* Includes beth private and clinic visits 


five-year period was 1.7 for ADC, 1.9 
for LRH, and 1.4 for IMI. In IMI 
families 64 per cent of the women had 
had only one delivery, contrasted to 48 
per cent and 42 per cent for ADC and 
LRH families, respectively. 

Table 8a presents the distribution of 
mothers by the month in which the first 
examination by a private or clinic physi- 
cian was reported for the last pregnancy 
during the five-vear period. There ap- 
pears to be a direct relationship between 
the economic status of the women and 
the promptness with which they received 
antepartum care. Thus, 91 per cent of 
the IMI group received care during the 
first three months compared to 46 per 
cent and 62 per cent for the ADC and 
LRH groups. respectively. At the other 
end of the scale. 21 per cent of ADC 


No. of Visits ADC LRH 


Total 100 100 


None 
16 


7 or more 


Unknown 


FEBRUARY, 1958 


Table 8ce—Utilization of Maternity Services, July, 1950—-June, 1955, Frequency 
Percentage Distribution of Physician Visits for Mothers in Last Pregnancy * 


LRH 


100 


Table 8d—Reported Utilization of Maternity Services, July, 1950—-June, 1955, 
Percentage Distribution of Home Nursing Visits in Last Pregnancy 


Antepartum Care 
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Postpartum Care 


IMI ADC LRH IMI 


100 100 100 


86 82 


17 


12 


2 


did not receive care until the sixth month 
or later. compared to 11] per cent for 
LRH and only | per cent for IMI. 
Table 8b reports the receipt of at least 
some medical care for all pregnancies 
during the five-year period. Relatively 
few women failed to receive any ante- 
partum care in each of their pregnancies. 
On the other hand. at least one-fifth of 
the women in both ADC and LRH 
failed to receive postpartum 
care in at least one of the pregnancies 
during the five-year period. compared 
to only 7 per cent for the IMI group. 
Table Sc indicates that. for the last 
pregnancy only. all women had at least 


froups 


one antepartum and one postpartum 
visit. However, the figures do appear 
to reflect. a greater amount of ante- 


partum care received by the IMI group. 


Postpartum Care 


IMI ATM LRH IMI 


100 100 100 100 


45 


: 
7 2 0 
= 16 11 3 8 
77 87 97 3 | | 
Se 
A 
58 69 95 3h 68 
20 2 38 21 
13 6 10 3 6 
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Thus, only 3 per cent of IMI women 
reported six visits or less, compared to 
23 per cent of ADC and 13 per cent of 
LRH women. The differences among 
the groups were not so great for post- 
partum care, with the IMI women show- 
ing just a slightly better picture. 

Table 8d shows the number of home 
nursing visits received during the ante- 
partum and postpartum periods for the 
last pregnancy only. Antepartum care 
visits were highest for the ADC group, 
next highest for LRH, and least for the 
IMI group. This would be expected as 
public health nurses would not ordi- 
narily know of the IMI cases: unless 
their services were specifically requested 
by the attending physician. As the ADC 
women, and to a smaller extent tHe 
LRH women, receive their services 
chiefly from clinics, their names would 
be more readily referred to the nursing 
services. 

Regarding postpartum nursing care, 
again the ADC women received a greater 
amount of service than either of the 
other groups, with the IMI women re- 
porting the least care. The differences, 
however, were not as marked as for the 
antepartum services. 


Summary and Conclusions 


1. A survey was made in Syracuse 
during the summer of 1955 to determine 
the extent to which recipients of public 
assistance know of and utilize preven- 
tive medical and public health services 
available in their community and to 
compare the findings with similar data 
for other socioeconomic groups. 

2. No basic differences in the receipt 
of health information and health litera- 
ture was observed between the public 
assistance group and the two compara- 
tive groups. All three groups appeared 
to receive considerable health informa- 
tion directly from physicians and nurses. 
The middle-income group received less 
health literature from these sources than 


did the two lower income groups, which 
seems to indicate that private physicians 
do not adequately utilize this medium 
for health education. The public as- 
sistance recipients appeared to receive 
much health information, but little 
health literature from welfare casework- 


_ ers. Because of the frequent contact of 
the caseworkers with the health prob- 


lems of the public assistance families, 
it would seem desirable to arrange 
inservice training for them regarding 
these matters. They might also be pro- 
vided with health literature to assist 
them in giving correct advice. 

The relative infrequency of receipt of 
health literature by the middle-income 
group from the employer seemed note- 
worthy. 

Health information acquired via radio 
and television was reported equally by 
all three groups, and it appeared that 
these media could be further exploited. 

3. There were no essential differences 
in the knowledge or utilization of school 
health services between the public assist- 
ance group and the two comparative 
groups. 

Fewer medical recommendations were 
made for the middle-income group as 
compared with the public assistance and 
low-rent housing qhildren, but a higher 
percentage of recommendations were 
followed when made. While the figures 
were generally small, it appeared that 
the need for more follow-up services by 
school health nurses among the lower 
income groups might be explored. 

4. Knowledge of community health 
services seemed adequate among. all 
three groups and appeared related to 
expected usage by each group. How- 
ever, there appeared to be a definite defi- 
ciency in the extent to which commu- 
nity mass x-ray programs were utilized 
by the lower income groups. 

5. No gross differences were revealed 
in the extent to which children of the 
three study groups received immuniza- 
tion and child health services. 
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6. While the public assistance women 
infrequently failed to receive any 
antepartum care, they applied for such 
care much later during pregnancy and 
made fewer visits than the two compara- 
tive groups. The proportion of women 
in both low-income groups failing to 
receive postpartum care over a five-year 
period was much higher than in the 
middle-income group. The record for 
postpartum care for just the last preg- 
nancy was better, but it cannot be stated 
with certainty that this reflects a more 
favorable trend. 

The low-income women received more 
antepartum and postpartum home nurs- 
ing care than did the middle-income 
groups. 

It appears that much educational work 
regarding the need for improved ante- 
partum and postpartum care is neces- 
sary among public assistance families 
and should be carried out through case- 
workers, schools, public health nurses. 
and physicians. 

7. In brief, the deficiencies in knowl- 
edge and utilization of preventive health 
resources among the public assistance 
recipients appeared to be primarily in 
the areas of: (1) maternity services. 
(2) regular chest x-rays, and (3) fol- 
low-up on defects noted during school 
medical examinations. 
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A recent finding that death rates for coronary artery disease in 


the United States varied by statey prompted the examination 


of a smaller geographic unit, a part of a metropolitan 


community. The results are provocative. 


A COMPARISON OF CORONARY ARTERY DISEASE 
(ARTERIOSCLEROTIC HEART DISEASE) DEATHS IN 
HEALTH AREAS OF MANHATTAN, NEW YORK CITY 


4nn P. Kent, M.D... M.P.H.; James R. McCarroll, M.D.; Morton D. 


Schweitzer, and Harold N. Willard, WD. 


RECENT STATISTICAL study showed 
A that for the United States “the 
death rates for arteriosclerotic heart 
disease are roughly twice as high in 
some states as in others.' Since the unit 
of study was an entire state, it is difh- 
cult to pin point possible causal _rela- 
tionships to explain the variations. The 
purpose of this paper is to report a 
survey of coronary artery disease (arte- 
riosclerotic heart disease) among popu- 
lation groups, each comprising about 
25.000) persons. Units of this size are 
suitable for detailed field studies in the 
event that significant differences in death 
rates could be shown to exist among 
them. 

The units studied were the health 
areas in the borough of Manhattan. New 
York City. These consist of contiguous 
census tracts which, at the time their 
boundaries were drawn approximately 
thirty vears ago, had an average popu- 
lation of 25,000. A little over twenty 
vears ago the health areas were grouped 
into administrative units known as 
health center districts, each with an 
average population of 250,000. Man- 
hattan has seven health districts totaling 


‘89 health areas. There has been some 
exodus of population from this section 
of New York City since the health areas 
were first constituted. and there has also 
heen considerable shifting of population 
within the borough. A good deal of 
variability between the census count of 
the different health areas has been 
brought about by these changes. The 
range in 1950, the year on which this 
study is based. ran from 10,000) to 
40.000 as may be seen in Table 1. 


Method 


Since there is no single category in 
the International List of Diseases and 
Causes of Death. 1948 revision, which 
comprises all deaths from coronary 
artery disease (arteriosclerotic heart dis- 
ease}. this study includes all deaths 
tabulated under categories 420-422. 
These headings include all fatalities at- 
tributable to coronary artery disease 
(arteriostlerotic heart disease). 

Annual mortality and morbidity sta- 
tistics. which are published on a health 
area basis by the New York City De- 
partment of Health, are classified into 
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Table 1—Population of Health Areas in 
Manhattan, New York City, 1950 
Number of 


Size 1000)" Health Areas 


10.0 14.9 8 

15.0 19.9 16 

20.0-24.9 26 

25.0 29.9 20 

0.0 34.9 1] 

$5.0 39.9 2 

Total 83 * 

Souter 

areas with a population below 10,000 
were met ‘ These are islands in the East River 


upied i federal, state, and municipal institutions 


litary post. a state mental institution, and 


univipal wepitale for chronic illness Two other 


newls ometetuted health areas were not included as 


such, i enter inte the caleulations as part of 


formerly belonged 

“white and nonwhite.” Details of age 
and sex of each death are not available 
for the health areas but have been tabu- 
lated for Manhattan as a whole. 

For purposes of comparison, there- 
fore. the death rates from coronary 
arter, disease (arteriosclerotic heart dis- 
ease! of each health area were adjusted 
for age. sex. and race to the 1950 rates 
for the borough of Manhattan, using 
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the indirect method of standardization 
with three age groups: 0-44, 45-64, and 
65 and over.* An adjusted death rate 
for coronary artery disease (arterio- 
sclerotic heart disease) was calculated 
for each health area based upon the 
average number of deaths occurring in 
1949, 1950, and 1951. 

Comparisons between these average 
adjusted rates are less subject to chance 
fluctuation. . The enumeration 
(1950) was used without adjustment in 
the belief that the population changes 
within the three years would not invali- 
date the results. 


census 


Results of Analysis 


Variation of Death Rates Among Health Areas 


Table 2 gives the population for 
each health area. the health center dis- 
trict in which it lies, the deaths from 
coronary artery disease (arteriosclerotic 
heart disease} in the years 1949, 1950, 
and 1951. and the adjusted death rate 
based upon a three-vear average of these 
deaths. These rates vary from a low 


of 249 deaths per 100,000 (health area 
7.10), to a high of 689 ‘health area 
25.20). 


The median is 359 deaths per 


2 
re re re 

Death Rates per 100,000 Population 


Yoo 325 I350 
4, 


ve To 
#49 #74 #99 88% 


Figure 1—Variation in Coronary Artery Disease (Ateriosclerotic Heart 


Disease) Death Rates in Health Areas of Manhattan, 


(Average) 
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1949-1951 


aa 
i 


Figure |. 


Popula- 
Health tion 
Area (000) 
1.10 23.2 
1.20 22.2 
2.10 28.0 
2.21 23.3 
2.22 19.1 
3.00 28.9 
+.00 32.2 
5.00 29.8 
6.10 17.6 
6.20 20.9 
7.10 15.8 
7.20 23.5 
8.00 31.2 
9.00 29.4 
10.00 28.5 
11.00 26.2 
12.00 2.7 
3.00 26.6 
.00 20.7 
5.00 i 
16.00 32.9 
17.00 19.4 
18.00 32.0 
19.00 23.1 
20.00 28.8 
21.00 13.4 
22.00 21.9 
23.10 23.7 
23.20 16.8 
24.00 25.6 
25.00 27.9 
26.00 20.0 
7.10 12.5 
7.20 32.8 
28.00 25.4 
29.00 23.5 
30.00 13.6 
31.10 23.6 
31.20 25.2 


Health 


Center 


District * 


W.H. 
-H. 
-H. 


100,000 and the quartiles are at 327 
and 415. The distribution is shown in 


From an examination of these figures 


SLALESELSe 


tw 


~ 


114 
63 
60 
25 

133 

105 

52 


it is apparent that the variation in mor- 


tality among health areas in Manhattan 
is as great as has been reported by 


Deaths + 


1950 1951 


63 76 
79 68 
128 127 
74 72 
67 71 
120 106 
120 131 
143 116 
55 #0 
74 60 
26 23 
5 52 
70 57 
91 88 
88 7 
59 61 
64 +6 


101 87 
59 72 
80 93 
39 
6 39 
38 31 
61 

150 117 

101 oF 
66 
69 76 
39 18 
67 7 

134 126 
67 71 
60 77 
33 38 

113 120 

118 108 


45 


Enterline and Stewart among all of the 


Table 2—Deaths and Death Rates from Coronary: Artery Disease (Arteriosclerotic 
Heart Disease) in Manhattan Health Areas, 1949-1951 


Adjusted Death 
Rate per 100,000 t 


Avg. Range 

338 296-361 
343 324-377 
373 320-402 
298 294 302 
323 301- 346 
358 311-405 
354 324 386 
330.418 
337 284+ 428 
362 297-439 
249 220-278 
340 296- 384 
296 228-363 
311 7-322 
358 259. 485 
381 375-394 
438 400. 483 


169 435-504 
415 360-439 
295 227-352 
416 325-466 
309 246. 365 
$44 277-421 
335 318-359 
355 285 436 
689 637-740 
386 300-47% 
413-479 
253 228-288 
370 353-386 
+48 #00. 470 
316 298-335 
337 306-393 
387 302-459 
377 39-411 
320 309-332 


320 


Source: Vital Statistics by Health Areas, 1949, 1950, 1951. 

* Health Center Districts are: C.H., Central Harlem; E.H., East Harlem; 
Lower East Side; L.W.S., Lower West Side; Riv., Riverside; W.H.. Washington Heights. 
+ Includes deaths listed under 420-422 International Disease Classification, 194g Revision. 
t Adjusted by indirect method to Manhattan borough population, 1950 census. 


Department of Health, New York City. 


K.B., Kips Bay—Yorkville; 1.E.5., 


A.J.P.H. 


— 
| 
| 
70 72 
102 119 
4 73 73 
77 72 
139 122 
110 120 
H. 113 124 
H. 53 63 
H. 50 61 
H. 26 
W.H. 
C.H. 
W.H. 88 
C.H. 65 
Riv. 59 
58 
C.H. 92 73 res $55 384-543 
Riv. 63 63 66 +4 386-435 
C.H. 58 51 55 382 354 402 
C.H. 94 
E.H. 68 
Riv. 78 
C.H. i 50 
E.H. 39 
E.H. 31 
E.H. 56 57 
Riv. 98 122 
Riv. 87 94 
CH. 42 
E.H. 80 75 
: E.H. 38 42 
Riv. 64 67 
Riv. 125 
E.H. 67 
E.H. 66 
E.H. 32 . 
Riv. 122 
Riv. 109 
32.10 14.8 Riv. a 55 51 || 283-345 
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Table 2—(continued) 


Adjusted Death 


Popula- Health Deaths + Rate per 100,000 ¢ 


tion Center 
District * 1950 - 1951 


Range 


Riv. i 93 
E.H. 83 
Riv. : 153 

147 


a 


Lig PS 


wee: 
— 


mins mm 


Nm 
wt 


73 


Source: Vital Statistics by Health Areas, 1949, 1950, 1951. Department of Health, New York City. 


* Health Center Districts are: C.H., Central Harlem; E.H., East Harlem; K.B., Kips Bay—- Yorkville 


Lower East Side; L.W.S., Lower West Side; Riv., Riverside: W.H., Washington Heights. 
* Includes deaths listed under 420-422 Iniernational Disease Classification, 1948 Revision 
t Adjusted by indirect method to Manhattan borough population, 1950 census. 
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310-387 
351-448 
335-364 
289-365 
238-291 
-386 
5-347 


‘ 
Health 
32.20 2 104 347 
33.00 2 75 405 ee 
34.00 3 147 349 ay is 
35.00 3 47 333 
7 36.00 3 K.B. 108 132 118 119 262 ae 
37.00 2 K.B. 104 115 89 103 346 Sol 
38.00 2 K.B. 73 86 83 81 327 wee 
| 39.00 2 L.W.s. 99 97 93 359 324-382 
40.00 3 L.W.s. 152 176 151 160 359 339-395 de 
$1.00 2 K.B. 4 81 95 90 271 244-287 ee a 
42.00 2 128 158 160 149 490 422.520 ; oe 
43.00 74 69 73 73 359 339-368 
44.00 72 4 53 51 59 330 285.402 
15.00 2 115 157 127 133 551 477-651 
6.00 6l 62 82 68 340 305410 
47.00 37.3 163 192 175 177 385 354-417 
48.00 31.1 137 155 153 148 299 271-314 ee 
49.00 21.9 79 78 70 76 295 272-307 oe. 
50.00 15.9 69 66 62 320 258-341 
52.00 32.0 137 174 151 154 375 334-424 
53.00 28.2 = 101 126 112 113 417 372-465 Behe 
54.00 16.4 69 6 68 68 332 322-336 aa 
55.00 17.9 I 74 72 74 73 425 419-431 ee te 
56.00 29.7 I 1M 108 102 108 364 344-384 Bees 
57.00 28.7 I 101 119 108 109 288 267-315 > ee 
58.00 21 a3 86 % 106 363-420 
59.00 15 06 74 61 67 395 359-436 
60.00 32 I 4 27 29 27 286 254-307 suite: 
61.00 17 I 58 37 45 53 297 252-325 ie 
62.00 24 135 133 150 139 476 456514 
63.00 15.7 33 38 48 50 403 333-484 ies | i 
64.00 20.8 51 59 60 37 293 262-309 2 
65.00 24.6 144 172 155 157 485 445-532 
66.00 25.3 104 128 126 119 433 379-459 
67.00 18.4 I 100 11 67 93 449 323-536 al 
68.00 2% 100 103 369 354-397 
72.00 13 39 6l 77 6 460 412-537 
73.00 12 24 23 30 26 346 306-399 
74.00 25 127 120 127 125 402 386-408 oh) ae 
76.00 12 33 49 50 417 401-442 
77.00 10. 68 61 56 62 4183 437-530 
78.00 101 126 112 113 417 372-465 
80.00 16. 85 101 86 508 431-597 
; L.Es 
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United States. Similar results were re- 
ported by Lilienfeld for Baltimore.‘ 


Consistency Within Individual Health Areas 


Variation in death rates among health 
areas could be due entirely to chance 
if deaths for only one year were studied. 
. However, taking into account probable 
under-reporting in 1949, the year the 


revised classification of the International | 


List was introduced, the figures for the 
three years. 1949 through 1951, revealed 
a remarkable consistency. This may be 
seen by an inspection of the fourth, 
fifth. and sixth columns of Table 2. 
where the number of deaths for these 


three vears are listed. When the ad- 


DEATH RATE 
BY QUARTILE 
249-325 
326-358 
359-405 
406-689 


HEIGKTS 


z 
= 


RIVERSIDE 


justed rates are distributed in quartiles 
for each of the three years, the health 
areas are found ‘to fall, for the most 
part. in the same quartile in successive 
vears. 


Geographic Distribution 


The distribution of the adjusted death 
rates within the borough of Manhattan 
is presented in Figure 2. There is a 
wide range of death rates within each 
health center district with five of the 
seven districts having health areas in 
each quartile, and the others (Wash- 
ington Heights and Kips Bay-Yorkville) 
each including areas in three quartiles. 

Thus there is no distinctive pattern 


Figure 2—Adjusted Death Rates for Coronary Artery Biccacse (Arterio- 
sclerotic Heart Disease) in Manhattan, 1949-1951 (Average) 


| | 
A.J.P.H. 
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Table 3—Mortality in Health Center Districts of Manhattan from Coronary Artery 
Disease (Arteriosclerotic Heart Disease), 1949-1951 (Average) 


Number of 
Health Areas 


Health 


Center District 


Lower East Side 
Central Harlem 
Lower West Side 
Riverside 

East Harlem 
Washington Heights 
Kips Bay- Yorkville 


Total 


observable. although there is some tend- 
ency for clustering of health areas fall- 
ing within the same quartile. 

The effects of this tendency in terms 
of the health center district administra- 
tive units are shown in Table 3. Mor- 
tality in the Lower East Side. as reflected 
in adjusted death rates per 100,000, is 
above the median in 13 of 15 health 
areas and is almost equally high in 
Central Harlem. In Kips Bay-Yorkville 
and Washington Heights only a_ few 
health areas are above median mortality. 


Relationship to Income 


Several demographic characteristics 
of the population under study were 


Mortality 
Below Median 


Mortality 
Above Median 


Number Per cent 


13 


Number Per cent 
13 


available for investigation of possible 
association with the adiusted health area 
death rates. Only one of these, median 
family income. will be included in this 
paper. 

Median family income in the 83 
health areas in this study was $3,024 
in 1949 and the range of health area 
median income $1,778 to $10,000, 

Quartile distribution of family in- 
come was compared to the quartile list- 
ing of adjusted death rates. It was 
noted that 29 (35 per cent! of the 
health areas showed incomes above the 
median and death rates below this point. 
Exactly the same number revealed the 


reverse situation. The remaining 25 


Table 4—Comparative Median Family Income in Health 
Center Districts of Manhattan 


Number of 
Health Areas 


Health 


Center District 


Lower East Side 
Central Harlem 
Lower West Side 
River-ide 

East Harlem 
Washington Heights 
Kips Bay-Yorkville 


Total 


Income 
Below Median 


Income 


Above Median 


Per cent 
80 
100 
31 
31 
90 
23 


9 


Per cent Number 
20 2 


Number 


50 
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| 
& 6 75 2 25 
13 9 69 4 31 
10 40 6 60 
13 3 23 10 77 
9 10 9) 
83 42 30 41 50 
15 3 
8 0 0 8 
13 9 69 4 ee 
10 10 9 
13 10 7 3 
1] 10 91 1 
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health areas were evenly divided between 
a group of 12 (14 per cent) with in- 
comes and death rates in the lower half 
of the scale and 13 (16 per cent) with 
the opposite finding. This distribution 
shows an inverse relationship between 
the median health area income and death 
rate from coronary artery disease (arte- 
riosclerotic heart disease). 

Table 4, showing comparative in- 
comes in health center districts, lists 
these districts in the same order as they 
appear in Table 3. 

Lower East Side and Central Harlem, 
most of whose health areas have in- 
comes below the median (Table 4) have 
mortality above the median (Table 3). 
Washington Heights and Kips Bay. 
whose health areas have income prin- 
cipally above the median (Table 4) 
have movtality below the median. This 
presentation also suggests a tendency 
toward inverse association between in- 
come and coronary artery disease ( arte- 
riosclerotic heart disease) deaths. 


Discussion 


There are apparently real geographic 
differences in the death rates from 
coronary artery disease (arteriosclerotic 
heart disease) in Manhattan which can- 
not be attributed to variations in the 
age, sex. or race composition of the 
population units investigated. No ob- 
vious reasons come to mind to explain 
the kind of pattern resulting from these 
differences. There does seem, however. 
to be some tendency for health areas 
with high death rates to be located in 
sections of the city known to be eco- 
nomically underprivileged. A_ reverse 
distribution was also observed. 

When this impression was tested, area 
by area and for the health districts as 
a whole. about two-thirds of the health 
areas were found to show a negative 
association between median family in- 
come and death rate. Health areas for 


which this,did‘ not hold true were con- 
spicuously congregated in East Harlem 
District (7 out of 10 health areas) and 
to a lesser extent in Lower West Side 
(5 out of 13 health areas), but were 
also to be found scattered throughout 
other sections of the island. One can 
speculate as to cultural or genetic fac- 
tors which may be operating to bring 
about this deviation from the over-all 
trend of income-death relationships. 
There are a number of possibilities which 
seem to justify exploration, such as oc- 
cupation, education, marital status. and 
ethnic background. 

Before these studies are made, how- 
ever, it is important to investigate a 
series of deaths in order to determine: 
(1) the extent to which the cause of 
death reported on the death certificate 
can be medically verified.* and (2) the 
relationship between an individual dying 
with coronary artery disease (arterio- 
sclerotic heart disease) and the popula- 
tion from which he is drawn. In this 


way a picture can be put together of 


an ideal type who. in this community 
of Manhattan, appears to be in particu- 
lar danger of succumbing to coronary 
artery disease (arteriosclerotic heart 
disease 

Studies such as the present one can 
go no further than to develop a frame 
of reference within which to evaluate 
experience in terms of individuals. In- 
formation of a more detailed sort could 
be provided by field studies of reported 
deaths. Such studies would be statisti- 
cal studies of population groups. 


Summary 


A statistical study is reported of varia- 
tion in death rates from coronary artery 
disease (arteriosclerotic heart disease) 
in the various health areas of Manhat- 
tan. New York City, for the years 
1949-1951. 

Adjusted death rates ranged from a 


A.J.P.H. 


low of 249 per 100,000 to a high of 689. 
It was found that there was little varia- 
tion from year to year in the number 
of deaths in a given health area. 

There was a tendency toward inverse 
association between median family in- 
come of the health areas and their death 
rates from coronary artery disease (arte- 
riosclerotic heart disease). 


CORONARY ARTERY DISEASE 


are convenient units for further epi- 
demiologic investigation. 
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Worth Repeating 


“The most effectual means of securing sanitary reforms [in New Orleans] is the 
formation of a voluntary health association which would concentrate and unite the 
labor of those individuals whose philanthropy would induce them to engage in the 
undertakirg. The purpose of this association would be: first, to undertake the truth 
with regard to our sanitary condition; next, to inform the community upon the 
subject: and finally to urge those measures that might be deemed advisable.” 

—H. J. Simonps. M.D.. New Orleans. 1851 


FEBRUARY, 1958 


Ne 
P 
> 
; 
4 
i 
207 
' 


Increasingly it is recognized that the educational approach 


is essential in any endeavor to deal with health problems where 


individual action is required. 


utilize the group process for the control of obesity. 


An instance is the effort to 


Some of the 


problems and results involved are presented here. 


A GROUP APPROACH TO WEIGHT CONTROL 


Henry J. Keneally, Jr.. V.PH. 


HE Boarp of Directors of the Oregon 

Heart Association decided that a 
program aimed at the prevention of 
overweight could conceivably have an 
important part in the reduction of mor- 
bidity and mortality from cardiovascular 
disease. The task of planning and con- 
ducting such a program was given to 
the Community Service and Public Edu- 
cation Committee of the Association. 
As program director of the Heart As- 
sociation, the author was authorized to 
plan and administer the program. 

Because the problem of obesity con- 
cerned many organizations and _profes- 
sions. a Weight Control Committee 
composed of representatives from the 
following disciplines was formed: medi- 
cine. including internists, a psychiatrist. 
and a public health officer: nursing: 
public health education: dietetics: nu- 
trition: home 
These dis- 
ciplines represented the following agen- 
cies and organizations: the State Uni- 
versity Medical School. State Medical 
Society. State Health Department. State 
Dairy Council. hospitals. Agriculture 
Extension Service. Visiting Nurses As- 


psychology sociology 


economies: and insurance. 


sociation, insurance companies, and a 
volunteer health agency. 

One of the first tasks of the newly 
formed committee was to study and 
evaluate similar programs. After care- 


ful study it was the decision of the com- 
mittee to follow the approach used at 
Herrick Memorial Hospital. Berkeley. 
Calif.'* 

After several meetings over a six- 
month period. the committee decided to 
conduct a pilot study first in the Port- 
land area. It was agreed that if this 
study proved to have merit. the next 
step would be to carry the project to 
selected areas in the state. An out- 
line of the project was presented to 
the State and County Medical Societies 
and approved. A committee of internists 
was then appointed to supervise the 
project. 

Participants for the first group were 
recruited through a letter sent to all 
Portland physicians. The letter de- 
scribed in detail the proposed program 
and requested referral of patients to the 
About 10 per cent of the physi- 
cians responded. 


classes. 
From these referrals 
12 participants were selected. 

Selection of participants was based on 
the following criteria: 

1. All 


physician. 


participants were referred by a 
2. The caloric content of the participant's 
diet was prescribed by the private physician. 
3. Participants were placed in groups ac- 
cording to body weight, not bedy build or 
amount of overweight. 
4. If there were sufficient participant~ of a 
similar weight to form two or more groups, 
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participants with a similar educational back- 
ground were placed in the same group. 


With the formation of the initial 
group it was decided to release a news- 
paper item describing the proposed pro- 
gram and inviting the public, upon 
physician referral, to participate. The 
response was overwhelming! Within a 
three-day period the list of applicants 
numbered more than 150 and phone 
calls still poured in! Each applicant was 
sent an application form and was given 
an opportunity to enroll. Five addi- 
tional groups were formed using the 
same criteria developed for the initial 
group. In addition to the weight of 
the individual, height, body build. sex. 
and education were used to obtain homo- 
geneity. The number of participants in 
each group averaged 11. Participants 
in five of the groups were women and 
one group was composed of men. Be- 
cause the number of men who applied 
for the program was so small, homo- 
geneity was practically impossible. For 
example, the weight range of this group 
ran from 125 te 297 pounds: the amount 
of overweight. 10 to 107 pounds: the 
age range. from the middle 30's to 70; 
and the educational range. from the 
fourth grade of grammar school to post- 
graduate college degrees. With the com- 
paratively large number of women ap- 
plying it was possible to form two 
groups of women who averaged 241 
pounds, one group averaging 197. one 
group 165, and one group averaging 
143 pounds. An attempt was made to 
divide these groups by educational and 
economic status as well. No attempt 
was made to divide the participants by 
age. 

No preorientation of the participants 
was attempted because the Heart As- 
sociation staff was too smail to permit 
such a procedure. Physicians whose 


patients were enrolled were informed by 
letter and asked to indicate whether or 
not special dietary restrictions or physi- 
observed. 


cal limitations were to be 
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Diets were also to be prescribed by the 
patient's physician. 


The Leader 


The Weight-Control Planning Com- 
mittee felt that the prime requisite for 
the group leader should be experience 
in group work technics. Technical 
knowledge and training in dietetics and 
nutrition were considered valuable. but 
not essential. Understanding of the 
group process, a sympathetic attitude. 
willingness to listen, and ability to work 
with people were the main qualifications. 
Leaders for the pilot study included a 
dietitian, a public health educator. a 
health and physical education instructor. 
a school health educator. and a public 
health nurse. 

Leaders were informed that where 
they were not able to supply necessary 
medical. technical, or dietary informa- 
tion, specialists would be made avail- 
able. Members of the Weight-Reduction 
Planning Committee acted as resource 
people upon request of the leader. In 
addition, monthly meetings were held 
where leaders had an opportunity to 
talk over their problems with other 
leaders. physicians. psychologists. and 
the psychiatrist. 

An instruction sheet and a proposed 
agenda for the first two meetings were 
prepared and given to the leader. The 
committee believed that the course con- 
tent and conduct of the meeting should 
be the responsibility of the leader. but 
that as little structuring as possible 
should be done. The leader was respon- 
sible for « narrative report of each 
weekly meeting. completing attendance 
and weight records and certain other 
forms and charts. 


Meetings 


Considering that the physical aspects 
of the meeting were quite important. 
an attempt was made to render the meet- 
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ing place as private, as comfortable, and 
as pleasant as possible. Suggestions 
were made regarding the seating of par- 
ticipants and leader. 

Whenever possible, a platform scale 
was made available to each group. In 
some cases a bath-type scale was used 
by the group. Actually, the “weighing 
in” part of the meeting became almost 
a ritual. The leader usually requested 
volunteers to act as the “weigher in.” 
On one occasion the leader was late for 
her meeting and the participants were 
unable to get into the meeting room— 
phone calls were made by several of 
the group members “just to get into 
the office and weigh in.” 

The meetings were generally infor- 
mal. However. the tenor of the meeting 
depended on the orientation of the group 
leader. Leaders who had more of a 
“teacher” orientation had meetings that 
were more structured than were those of 
leaders who had had more group orien- 
tation. The results achieved by partici- 
pants in all groups showed no significant 
differences in weight loss that could be 
attributed to the leader's profession. 
However, the author and several of the 
leaders have wondered whether some 
of the participants might not have ex- 
perienced greater success in a completely 
structured setting with straight lectures. 
assignments, and a_ teacher-student 
relationship instead of a permissive 
situation. 

As stated previously. the first two 
meetings of the pilot group were rela- 
tively structured. Assignments were 
made, literature was distributed. forms 
and charts were filled out ‘by partici- 
pants, and a rather formal format was 
followed. The leaders of the pilot study 
and the subsequent group leaders felt 
that this procedure was valuable to both 
the leader and the participant. How- 
ever, all meetings after the second were 
usually planned. organized, and con- 
ducted jointly by the leader and the 
participants. 


It is interesting that even though the 
meetings were planned, organized, and 
conducted independently of one another, 
the same subject matter was covered in 
all the groups. The only major differ- 
ence was the order in which the subject 
matter’ was discussed. For example, 
some groups requested a talk by a psy- 
chiatrist relatively early in the pro- 
gram: asked for this service 
later. 


others 


Results 


Originally the Portland study con- 
sisted of six groups with 63 participants 
who had enrolled and attended at least 
one meeting. As stated previously, five 
of these groups were composed entirely 
of women: one group was composed of 
men. Unfortunately, the male group 
failed to complete the 16 weeks and was 
discontinued after about nine weeks. 
Several factors were responsible for this 
failure. The group was small and lacked 
the homogeneity of the women’s groups. 
Only nine men enrolled and attended 
the first meeting. Age, education. eco- 
nomic status. and general level of inter- 
ests were also widely divergent in this 
group. The leader, a college health and 
physical education director, managed to 
hold the interest for the first four or 
five meetings but. unfortunately. was 
called out of the city for the fifth and 
sixth meetings and no one conducted 


Table 1—Attendance of Participants 


Attendance No. Per cent 

Attended one or more 
meetings 

Attended only one 
meeting 

Attended two to three 
meetings 

Attended four to seven 
meetings 

Attended eight to 11 
meetings 

Attended 12 or more 
meetings 
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Table 2—Weight Loss Versus Attendance 


No. of 
Participants 


No. of Meetings 
Attended 


0-3 


Per cent 


8 


12 or more 


the group during his absence. Because 
the participants were strongly depend- 
ent upon the leader, particularly during 
the early sessions, the leader’s absence 
was looked upon as desertion by the 
great majority of his group members. 
When he returned he found it impossi- 
ble to attain group solidarity. Only 
three members attended the fifth meet- 
ing. two the sixth, and only one the 
seventh, eighth, and ninth. The meet- 
ings were finally stopped. 

This report will deal with the five 
groups that completed the full 16 weeks. 
Fifty-four participants were enrolled in 
these groups and attended at least one 
meeting. The following tables describe 
attendance, weight loss, and other perti- 
nent information. 

‘Note that 33 per cent of the total 
group attended less than half of the 
meetings while 45 per cent attended 
more than three-fourths of the meet- 
ings. The greatest number of drop-outs 
occurred after the first meeting. Possi- 
bly the participants anticipated a differ- 
ent experience and were disappointed in 
the first meeting. 


Table 3—Weight Loss by Age of Participant 


Age of Participant 
Under 50 years of age 


Over 50 years of age 
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Pounds of Weight Lost or Gained 


Total 


38.25 


Average Smallest 


17.00 3.00 


Greatest 


(gained) 
3.00 
(gained) 
3.50 


(lost) 


24.00 7.00 -00 


35.00 14.30 343.00 


Practically all participants lost weight. 
even those who attended less than one- 
fourth of the meetings. However, it was 
gratifying that the 45 per cent who at- 
tended three-fourths of the meetings lost 
an average of almost 15 pounds per 
person and no participant in this group 
gained weight. 

The average weight loss of the par- 
ticipants under 50 years of age was con- 
siderably greater than the weight loss 
of the older age group. However. this 
is more understandable when attendance 
by age is observed (Table 4). 

Approximately 84 per cent of the par- 
ticipants under 50 years of age attended 
more than half of the meetings, while 
only 51 per cent of the participants over 
50 years of age attended. More than 
half. 56 per cent. of the under 50 group 
attended three-fourths of the meetings 
compared to 34 per cent of the over 50 
group. 

Six months after completion of the 
pilot program a questionnaire was sent 
to all of the participants who attended 
one or more meetings. The question- 
naire asked only the present weight of 


Average Weight Loss 


11.00 lbs. per person 
7.63 Ibs. per person 


4 
: 
(gained) 
4.7 5 9 20.00 7.50 37.50 1.75 hy 
= 
9c 
~ 
29 
211 
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Table 4—Attendance by Age of Participant 


Over 50 Years of Age 


No. of No. of 
Meetings Participants Per cent 


8 11 


12 or more 


Total group 


the person. Table 5 gives the response 
to the questionnaire. . 

Several interesting things were noted 
in the response to the questionnaire. 
First. a high level of interest in the 
project was indicated by the response— 
over 80 per cent responded to the letter 
appealing for information. In addition, 
it was noted that the participants who 
had gained weight were apologetic— 


many added an extra sentence or two to, 


the postcard and explained their weight 
gain and apologized for slipping. 
Many participants inquired if addi- 
tional classes were to be held and 
wondered if there would be an oppor- 
tunity for them to enroll. We assumed 
that the 20 per cent who failed to re- 
spond had probably gained weight and 
were reluctant to answer for that reason. 

While the sample was quite small and 


Under 50 Years of Age 


No. of No. of 
Meetings Participants Per cent 


8 11 


12 or more 


Total group 


no statistical significance could be at- 
tributed to the findings. it was noted 
that the greatest average weight loss 
was sustained by the participants who 
had attended eight to 11 meetings. These 
individuals had lost an average of 14 
pounds each at the completion of the 
course. Further examination of the in- 
dividual records of those participants 
reveals that they were the “slow  start- 
ers in the group. Plans are being 
made for future follow-up to bring out 
additional information. Questionnaires 
are to be sent out at three-month inter- 
vals in the future. 


Follow-Up 


Unfortunately, no attempts to evalu- 
ate the program from the viewpoint of 
the participant were made until the 
conclusion of the program. Only 33 of 


Table 5—Response to Questionnaire Sent to Participants 
at Six-Month Interval 


No. of 


Response Participants Per cent 


No answer 1] 
Moved out of town 3 
Remained at same weight 5 
Gained weight 


Continued to lose weight 


Pounds Aver- 
Pounds Average Weight age 
Weight Lost Loss Gained Gain 


0 
0 


A.J.P.H. 


; e.'2 9 32 0 3 3 12 F 
3 17 7 28 
29 100 25 100 
20 I 0 0 0 
5.5 0 0 0 
0 0 0 0 
20 0 0 68 6+ 
24 44 193.25 8+ 0 0 
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the 54 members returned the completed - The two participants who did not 
evaluation form. answer question 2 had attended only 
The key question in the evaluation — one class so they felt they could not 
form was question number 2: “Do you justifiably answer the questionnaire. 
feel that the weight reduction classes The 20 participants who answered “very 
helped you? The response to this ques- much” and “quite a bit” to question 
tion was as follows: 2 were. for identification, placed in 
Very much Group A: and the 11 participants who 

(Juite a bit answered “some” and “very little” were 

Some placed in Group B. The answers of 


Very little ‘ 
No answer ‘ Group A and B were as follows: 


“TD lost the following number of pounds”: 
Less Than 5 510 10 20 More Than 20) No Answer 


Group \ 0 3 10 
Group 5 3 ] ] 


Eighty-five per cent of Group A lost 10 or more pounds compared to only 36 
per cent of Group B. 


Question No. 1—“I attended the following number of classes”: 
Less Than 5 5.10 10 15 More Than 15 No Answer 


Group \ l 3 8 9 
Group 5 3 1 ] 


Eighty-five per cent of Group A attended 10 or more classes compared to 36 per 
cent of Group B. 


Question No, 2 (See above! 


Question Ne. 3 “Did you form new ideas about dieting 7” 
Certainly Did Did Probably Did Not at All No Answer 


Group A 12 6 2 0 
Group 0 l 5 l 


Ninety per cent of Group A formed new ideas about dieting while 90 per cent of 
Group B did not. 


Question No. 4—“Did your eating habits change as a result of the classes?” 
Certainly Did Did Probably Did Not at All No Answer 


Group A 7 12 1 0 
Group B 0 1 2 7 l 


Ninety-five per cent of Group A changed their eating habits: 90 per cent of Group 
B did not. 
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Question No. 5--"Can you now control your weight?” 
Easily Fairly Easy Fair Not at All No Answer 
Group A 0 8 dl 1 
Group B 2 0 t 3 2 
‘ 

Two .of the participants in Group B answered that they could control their weight 
easily. Apparently these participants felt that they did not need any help and possi- 
bly this attitude was one of the reasons why the attendance record and drop-out 
record of this group was higher than Group A. Group A’s responses clustered 
around “fair” and “fairly easy” while the majority of Group B’s answers were 
around “fair” and “not at all.” 


Question No. 6—“Do you still need help to control your weight?” 
Very Much Quite a Bit Some Very Little 
Group A 8 5 6 1 
Group B 7 l 2 1 


Both groups indicated that they needed considerable help to answer their prob- 
lems. Forty per cent of Group A indicated that they need help “very much” as 
compared to 64 per cent of Group B. 


Question No. 7-—“Are you able to follow your doctor's instructions 
better as a result of the course 7” 


Very Much Quite a Bit Some Very Little No Answer 
Group A 3 9 0 
Group B 1 0 4 3 3 


Sixty per cent of Group A indicated that they were now able to follow their 
doctor’s instructions better as a result of the course. while 63 per cent of Group B 
indicated they got very little or no help from the course. 


Question No. 8—“Has your new knowledge helped vour family change eating habits?" 
Very Much Quite a Bit Some Very Little No Answer 
Group A 2 4 7 6 l 
Group B 0 l 0 6 4 


Apparently more effort should be made to help the participants in this area as 
the answers of both groups indicate they have not received much help. 


Question No. 9a—“I felt that the course would have been better if: It was longer?” 
Agree Whole- Partiy Disagree Disagree Whole- 
heartedly Agree Some heartedly “ No Answer 


Group \ ll 3 l 1 4 
Group B 3 3 0 l 4 


Sixty-one per cent of the total group felt that the program should be longer. 
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(Question No. 9b —“'I felt that the course would have been better if: There was a different leader?” 


Agree Whole- Partly Disagree Disagree Whole- 
heartedly Agree Some heartedly No Answer 


Group A 0 1 0 16 3 
Group B 6 0 ] 3 1 


The questionnaire was an anonymous type and no signature was required. It was 
hoped that we would get candid and honest answers to our questions if no one was 
identified. Sixty per cent of Group B felt that the program would have been better with 
another leader and only 5 per cent of Group A mildly felt that the program would 
have been better with a new leader. Apparently this was a factor—or an excuse by 
the participants who felt they did not get anything from the program. 


Question No. 9c “I felt the course would have been better if: More authorities were used 7” 


Agree Whole- Partly Disagree Disagree Whole- 
heartedly Agree Some heartedly No Answer 


Greup A 7 5 2 l 
Group B Z 0 d 0 


Eighty-two per cent of Group B felt that more authorities would have improved 
the program, while the response of the members of Group A was equally divided 
between agreement and disagreement. However. a high percentage of both groups 
felt that “more authorities” should be used. Perhaps this attitude is a factor in the 
personality of the obese individual—the need for dependence upon authority? 


Question No. 9d-—“I felt the course would have been better if: More materials made available?” 


Agree Whole- Partly : Disagree Disagree Whole- 
heartedly Agree Some heartedly No Answer 


Group A 3 6 ] 3 r 
Group B 5 2 0 1 3 


This question, like question 9c, points up the need for the participant to be “told” 
how to lose weight. The response to question 9 points up even more the need to be 
“told” how to lose weight (see below). 


Question No. 9e— “I felt the course would have been better if: More lectures and less discussion?” 


Agree Whole- Partly Disagree Disagree Whole- , 
heartedly Agree Some heartedly No Answer 
Group A 9 0 2 2 
Group B 7 ] 0 


There is no appreciable difference between the responses of both groups to this 
question. However. the answers of the participants indicate that some consideration 
should be given to the possibility of conducting some groups entirely by lecture 
methods and comparing the results, e.g., weight loss, level of attendance, attitude 
responses, number of drop-outs, etc., with the results obtained by the more permissive 
group approach. Plans for groups conducted in this fashion are now in the making. 
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Question 9f- “I felt the course would have been better if: There were a larger meeting place / 


Agree Whole- Partly Disagree Disagree Whole 
heartedly Agree Some heartedly No Answer 
Group A 0 i 2 8 6 
Group B l l 0 6 ; 


Apparently the participants felt. with few exceptions, that the size of the meeting 
place was sufficient for their needs. 


Question No. 9g “I felt the course would have been better if: A fee 
had been charged for the program?” 


Agree Whole- Partly Disagree Disagree Whole 
heartedly Agree Some heartedly No Answer 
Group A l 5 2 8 } 
Group B 2 2 l 


The response of both groups indicate that the majority of the group felt that the 
program should be made available to everyone and that no participant be excluded 
because of inability to pay. 


Question No. Gh “1 felt the course would have been better if: The group had been larger 


Agree Whole- Partly Disagree Disagree Whole- 
heartedly Agree Some heartedly No Answer 
Group A 3 4 2 6 5 
Group B t 3 0 3 | 


The response to question 9h raised some very interesting points. It was the 
feeling of the committee that the ideal size group should consist of approximately 
12 members. In any event. 15 members in a group were considered the maximum 
size for participation. Ideally, 10-15 members per group would allow maximum 
participation for group members but, in our experience, there was a comparatively 
high percentage of drop-outs after the first or second meeting. This was true in five 
of the six groups—one group maintained a perfect attendance record of no drop-outs. 
If the program were to be conducted on a very large scale and it were possible to 
attain homogeneity. groups of approximately 12 members would be ideal. However. 
if the program is conducted with a relatively small sample and no attempt is made 
to sereen out participants. the ideal number of participants starting in a group should 
be 17 or 18 and the maximum number of participants admitted to a class around 20. 


Question No. 9i-— “lL felt the course would have been better if: There was a 
chance to enter another group'after completion 7” 


Agree Whole- Partly « Disagree Disagree Whole 
heartedly Agree Some heartedly No Answer 
Group \ 12 2 ] l i 
Group B 0 ] 


Seventy-seven per cent of the total group indicated that they would like to enter 
another group after completion of the course. Particularly interesting was the 
response of Group B—62 per cent wanted the chance to join another group. 
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Before the groups completed their 
final meeting there had been evidence 
that the participants would like to con- 
tinue. The author was invited, and 
attended, most of the final meetings of 
the groups where the common question 
was, “Can we continue meeting?” No 
plans had been made to allow for con- 
tingencies such as this. The majority 
of committee members felt that it was 
not the Heart Association's role to per- 
petuate the groups. In addition. the 
committee felt that the pilot study was 
intended to provide an answer to a 
community need, and that there were 
facilities and agencies in the community 
that could and would assist and support 
such a program on a long-term basis. 
Furthermore, 
doubt in the minds of many committee 
members that the continuing groups 
should be “leader” oriented. It was our 
opinion that if the leadership was in the 
group and not outside, in the person of 
a professional group leader. the prob- 
ability of the group centinuing over an 
extended period was better. 

To assist the groups with their re- 
quest for additional meetings arrange- 
ments were made for a meeting place 
and all participants were notified and 
invited to attend a planning meeting. 
Representatives from three of the com- 
pleted groups met with the author and 
one of the group leaders and discussed 
plans for future meetings. Unfortu- 
nately, none of the participants at the 
meeting cared to identify themselves or 
their group with the large group. and at 
a second meeting only three or four par- 
ticipants were present. Attempts for 
future meetings failed to materialize and 
the large group plan failed. However. 
members from three of the groups have 
continued to meet among themselves but 
not with members of other groups. 

In analyzing the failure of the large 
group meeting several factors emerged: 
1. The participants developed a very 


there was considerable 
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strong identification with their own 
group but failed to identify with (as 
we presumed they would) the large 
weight control group. In other words. 
they recognized themselves as members 
of Group A, Group B, and Group C. 
and so forth. of the Oregon Heart 
Weight Control Program but did not 


strongly identify themselves with the 
Oregon Heart Weight Control Total 
( sroup. 


2. The participants in the large meet- 
ing discussed the procedures. the lead- 
ers role, the discussion at meetings. 
weight loss of members, and many other 
subjects concerning their group meet- 
ings. While usually aids 
growth, unfortunately. this discussion 
tended to separate the 
further. 

3. The participants rejected the mem- 


discussion 


groups still 


bers of other groups as not having 
“problems” such as theirs. e.g. “I 
weigh 235 pounds. you weigh 145 
pounds—what do you know of my 
problems?” Or, “You don't have the 
same troubles | do—my family and hus- 
band are my big problems.” 

Plans for future weight control groups 
will utilize these findings. Leaders will 
he instructed to turn over the leadership 
role as soon as possible to the group 
rather than 
The purpose is to allow the 
groups to plan and conduct the sessions 
and to be familiar with group meetings 
so as to be able to continue after com- 


and to act as observers 
leaders. 


pletion of the course. 


Conclusions and Recommendations 


The purpose of the Portland Pilot 
Study was to determine the following: 
First. whether the methods used would 
actually lead to weight loss among the 
participants and, second, to see if this 
approach could be used successfully on 
a state level. 

The Portland study suggests that: 
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|. The average participant can lose 7. The more homogeneous the group: 


weight successfully in a program that the greater the weight loss per partici- 
applies group methods. pant, the better the average attendance. 

2. The amount of weight lost by the — and the fewer drop-outs of participants. 
average participant was 10 pounds. As a result of these findings. the plan- 

3. The amount of weight lost by the — ning committee concluded that the pro- 
average participant was proportionate gram had merit and the author was 
to the number of meetings attended. instructed to proceed with plans for a 

1. The age of the individual partici- state-wide program of weight control 
pant was a factor in both the amount that would utilize the procedures and 
of weight lost and the number of meet- findings of the Portland Pilot Study. 


ings attended. 
5. The number of meetings should REFERENCES 
be increased to allow participants to ob- 


1. Simmons Ww. D Weight Reduction Group 
tain a better understanding of group Description: of Theee-Year Stady ot Mom 
rial Hospital, Berkeley. California's Health 1201 
methodology. ‘July 2), 1988 
6. There is evidence that plans should 2. Research Department Staff. A Study of Weight Re 
daction Usieg Group Methods. Processed Monograp! 
be formulated for continuation of the 
groups, under their own leadership. 3. Harvey, H. 1. and Simmons, W. D. Weight Reduc 
tion: A Study of the Group Method: Preliminary 
after completion of the formal course. Report. Am. }. Med. Sc. 225423 (June), 1988 


Mr. Keneally is area public health educator. Indian Health Area Office. Phoenix. Ariz 


1958 National Health Forum on Urban Sprawl 


The 1958 National Health Forum, sponsored by the National Health Council and 
its 63 member agencies, will be devoted to the subject of Urban Sprawl and Health. 
Here regional planners, health officials, engineers, social scientists, and many others 
will try to project how changing health programs are needed to meet changing 
health needs and communities. 

Abel Wolman, Dr.Eng., professor of sanitary engineering, Johns Hopkins Uni- 
versity, and Frank C. Moore, president, Government Affairs Foundation, are co-chair- 
men of a 27-member citizens’ committee planning the meeting scheduled for March 
18-20 at the Sheraton Hotel. Philadelphia. 

At the opening dinner on March 18, in which the National Advisory Committee 
on Local Health Departments shares sponsorship. the forum speakers will be Robert 
E. Meyner, Governor of New Jersey. and David E. Price. M.D.. chief. Bureau of 
State Services, PHS. 

The forum program will be devoted to a background panel. to case histories of 
eight cities. and to a two-session period on the impact of urban sprawl on health 
fields of special interest. Two luncheons are on the program—one on March 19 
addressed by Luther Gulick. president, Institute of Public Administration. At the 
windup luncheon on Thursday, Dr. Wolman will summarize the forum and Norvin 
Kiefer, M.D., medical director. Equitable Life Assurance Society of the United States, 
as incoming president. will make the presidential address. 

Further information and reservation blanks from National Health Council. 1790 
Broadway, New York 19. 
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Health education in its short but interesting career has been 


\ 
subjected to many emphases. Dr. Bowman undertook to see what 


those who prepare health educators, those who employ them. 


and what the health educators themselves have to say on the 


responsibilities and preparation of this group of health workers. The 


findings are provocative and provide much food for thought. 


CONSISTENCIES IN THE PREPARATION AND 
WORK OF PUBLIC HEALTH EDUCATORS 


Robert A. Bowman, F.A.PH.A. 


He EDUCATION as an essential 
activity of public health depart- 
ments and the public health educator 
as a professional worker are now widely 
accepted in the field of public health. 
The public health educator. has been 
cited as the most recent of the specialists 
who make up the public health team 
to attain professional maturity.!. The 
tremendous growth in the employment 
of public health educators by health de- 
partments since the early 1940's has 
been called one of the most remarkable 
phenomena in the history of public 
health administration,’ and the creation 
of a Health Education Division in the 
World Health Organization is looked 
upon as a magnificent recognition of the 
growth of this new field of professional 
service.” 

While health education has gained 
increased acceptance as an important 
process in public health practice, no 
uniform concept of the requisite back- 
ground, preparation, and duties of the 
public health educator as a professional 
career person has developed. Some of 
the disparity in the various concepts 
held appears to be the result of the 
shifting emphases in health education 
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during its period of emergence as a 
specialty. 
Recognition of the need for greater 
clarification of the role of public health 
educators in health agencies and for 
more adequate preparation of these pro- 
fessional workers provided incentive for 
this study which sought to determine 
the consistency of relationships between 
the actual and the stated duties and 
responsibilities of public health educa- 
tors and the recommended qualifications 
for their preparation and the prepara- 
tion offered by selected schools of pub- 
lic health. The study, carried out be- 
tween 1953 and 1956. concerned only 
official health agencies and public health 
educators emploved by them. a limita- 
tion felt necesary in order to confine 
the variables to a manageable number. 


Previous Studies 


Job analyses and time studies have 
been used in the field of public health 
since the 1930°s and have been sum- 
marized elsewhere.*;> These methods 
have been applied only recently, how- 
ever, in the area of health education. 
In general. studies concerned with the 
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duties and functions of public health 
educators in health agencies, with the 
requirements for their employment in 
official health agencies, and with their 
preparation in schools of public health 
have been limited in number and in 
scope. 

Reports of three time studies of pub- 
lic health educators include two which 
were limited to one state each and a 
third which analyzed time as indicated 
by annual reports. Milne and his as- 
sociates reported the time distribution 
for various public health workers in 
Mississippi including the health educa- 
tors.” A more detailed and compre- 
hensive time study of public health edu- 
cators employed by the California State 
Department of Public Health was made 
in 1954.7 Anderson analyzed the time 
distribution of public health educators 
in 38 local health departments as de- 
termined from annual reports of the 
departments.” 

Three studies which include job 
analyses of health educators have ap- 
peared. Rash reported analysis of the 
duties of 26 such professional workers. 
dispersed in seven states and employed 
in secondary schools, colleges, and uni- 
versities, as well as in official and non- 
official health agencies." A study by 
Derderian included an investigation of 
the functions of 46 health educators 
employed in official and voluntary health 
agencies in Massachusetts and an as- 
sessment of the preparation of 22 "of 
these who held masters’ degrees from 
schools of public health.” In a study 
reported by Galiher and Wright a ran- 
dom sample of 171 persons, 11 per cent 
of the members. in the Public Health 
Education Section of the American 
Public Health Association were inter- 
viewed.'' One objective was to find out 
what duties were discharged by health 
educators. 

In addition to Derderian’s study. one 
other report concerned with the prepa- 
ration of public health educators in 


schools of public health has appeared. 
This report summarizes replies from 
five of the seven schools offering pro- 
grams of study for public health edu- 
cators. These were submitted in prepa- 
ration for a conference on the teaching 
of health education in these schools.'- 


Methods of Study 


Data for this study were obtained 
from surveys of ¢1) 199 merit svstem 
statements for 151 health educator posi- 
tions in 47 state and five territorial 


health agencies, and for 88 positions in 
local health agencies located in 28 states 
and two territories: (2) 100 selected 
public health educators of whom 48 were 
employed by state or territorial, 37 in 
county, and 15 in city health agencies 
distributed over 33 states and four ter- 
ritories: (3) the content of the educa- 
tional programs for health educators in 
seven schools of public health as per- 
ceived by faculty directing these pro- 
grams: * and (4) the stated educational 
qualifications for public health educators 
prepared by the American Public Health 
Association Committee on Professional 
Education."* 

An item analysis of the merit system 
statements was made, frequencies de- 
termined, and groupings established. 
Items were grouped under six principal 
headings: duties and responsibilities. 
knowledge and understanding. abilities 
and skills, personal traits. educational 
background, and experiential — back- 
ground. The frequency and distribu- 
tion of items under these general head- 
ings and the categories for each heading 
are shown in Table 1. 

Questionnaires based on this item 
analysis and these groupings were then 


* The seven schools of public health in the 
United States which offered programs of study 
for public health educators at the time of this 
survey were included. They were located at 


California, Colum- 
Minnesota, North 


the following universities: 
bia, Harvard, Michigan, 
Carolina. Yale. 
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Headings and Categories Under Each 


HEALTH EDUCATION 


Table 1—Headings and Categories Employed in the Tabulation of Data from Merit 
System Statements, Showing Number of Separate Items Listed 
for Each Category by the Tabulation 


No. of Separate 
Items Listed 


Duties, Work Activities, and Responsibilities 132 
Administration 14 
Public relations 15 
Community organization and service 13 
Consultant functions 19 
Education 42 
Communication or dissemination of information 29 
Knowledge and Understanding 129 
Personal health 
Public health 4] 
Public health education 
School health 17 
General education 8 
General knowledge 6 
Abilities and Skills 101 
Size up and meet situations, analyze and make decisions 20 
Plan, organize, or execute work 24 
Work and cooperate with people 18 
Present fact- simply and effectively 25 
Train others, direct or supervise their work 10 
Exercise creative ability 4 
Personal Traits 5] 
Health and appearance 9 
Interpersonal relations. understanding, or maturity 10 
Performance or integrity 2 
Ability or willingness 8 
Educational Requirements 35 


Experiential Requirements 


constructed to obtain’ comparable in- 
formation from the 100° public health 
educators and the health education 
faculty members in the schools of pub- 
lic health. A time analysis by 76 of 
the health educators permitted a more 
intensive study of their tasks. 
Responses from the two question- 
naires and the time analysis were cate- 
gorized and relationships between the 
frequencies were studied. The response 
in each category was ranked according 
io the emphasis it received and con- 
sistencies with comparable data selected 
from three sources—the merit system 
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statements. the selected public health. 


educators, and the health education 
faculty members—were determined by 
the Kendall rank correlation method. 
The data on educational and experien- 
tial backgrounds from all sources and 
for the satement of educational qualifi- 
cations were not amenable to statistical 
treatment but were analyzed and com- 
pared wherever possible. 


Major Findings 


A. Consistency of Relationship 


1. No definite pattern of consistency 
was apparent in the data. Statistical 
significance was not demonstrated for 
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Table 2—Correlations of Data for Duties, Knowledge, Abilities, and Personal 
Traits of Public Health Educators from the Four Principal Sources 


Correlation Coefficients 


Duties, Work Ac- Knowledge 
tivities, and Re- and Under Abilities Personal 
Correlations of Data sponsibilities standing and Skill- Prait~ 


Selected public health educators 
and merit system statements 0.067 0.067 0.600 0.333 


Schools of public health and ; 
merit system statements 0.733 0.200 0.333 0000 


Selected public health educator- 
and schools of public health 9.333 0.200 0.200 0.667 


Time of selected public health educa 
tors and schools of public health 0.067 


Time of selected public health edu- 
caters and merit system statements 


lime of selected public health edu- 
cators and frequency of selected 
public health educators 


the correlations used to determine con- 2. High consistency was found for 
sistency. This is shown in Table 2. the duties and responsibilities of health 
Therefore. the correlations were em- — educators provided for in the prepara- 
ploved as general indexes of consist- tien in the schools of public health and 
encies in the data. These are shown in stated for merit system positions in 


Table 3. health education, for the abilities and 


Table 3—Estimates of Consistencies in Selected Data from Four Sources 


Degree of Consistency 


Duties, Work Ac- Knowledge 
tivities, and Re- and Under- Abilities Personal 
Comparisons of Data sponsibilities standing and Skills Trait- 


Selected public health educators 
and merit system statements Very slight Very slight High Moderate 


Schools of public health and 


merit system statements High Slight Moderate None 

Selected public health educators Slightly 
and schools of public health Moderate negative Slight High 

Time of selected public health educa- Slightly , 
tors and schools of public health negative 


Time of selected public health edu- 
cators and merit system statements Slight 


Time of selected public health edu- 
cators and frequency of selected Moderately 
public health educators negative 


4.J.P.H. 


~ 
0.200 
0.407 


skills considered important by selected 
public health educators and stated by 
merit systems, and for the personal 


traits considered important by the 
schools and by the health educators. 

3. Moderate consistency was found 
for the duties and responsibilities dis- 
charged by public health educators and 
provided for in their preparation in the 
schools of public health, for the abilities 
and skills provided for in the prepara- 
tion and stated for merit system posi- 
tions. and for the personal traits per- 
ceived important by the health educators 
and stated for merit system positions. 

4. The frequency with which health 
educators discharged certain duties and 
responsibilities was found unrelated to 
the time devoted to these activities. 

5. No consistency was found for the 
knowledge and understanding important 
to public health educators as stated by 
merit provided for by the 
schools of public health. and perceived 
important by the selected public health 
educators. 


systems. 


B. Duties and Responsibilities 


1. Merit svstem statements covering 
health education positions were found 
to give primary attention to duties and 
responsibilities concerned with commu- 
nication or dissemination of informa- 
tion. Public relations, consultant fune- 
tions. and education were emphasized 
moderately. Duties and responsibilities 
pertaining to community organization 
and service were stated less frequently 
and administrative duties and responsi- 
bilities only infrequently. 

2. The actual duties and responsibili- 
ties reported by the study group of 
selected public health educators show 
that communication or dissemination of 
information and education were the two 
categories which claimed the greatest 
number of the approximately 42 hours 
which constituted the average work 
week. However, the public health edu- 
cators were called upon most frequently 
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to carry out public relations and con- 
sultant functions. duties and responsi- 
bilities which required low and moderate 
amounts of time. respectively. The low- 
est number of hours were devoted to 
community organization and service 
duties and responsibilities but these were 
reported to be of moderate frequency. 
Administrative duties and responsibili- 
ties required a moderate amount of time. 
although they were reported to be of 
lower frequency. A summary of the 
time reported. by the study group of 
public health educators for all cate- 
gories is shown in Table 4. 

3. The schools of public health were 
found to provide preparation for duties 
and responsibilities in all categories. 
However, the preparation gave some 
emphasis to consultant functions and to 
community organization service. 
Organization for local rather than state 
or school programs was stressed. All 
schools considered field experience a 
part of the total curriculum necessary to 
provide this preparation. 

4. Duties and responsibilities related 
to community organization and service. 
consultant functions. education. and 
communication or dissemination of  in- 
formation are given more emphasis in 
the APHA statement of educational 
qualifications for health educators than 
activities related to administration and 
public relations. 

5. Certain duties and responsibilities 
stood out'by contrast. Directing other 
staff members. reported high fre- 
quency as an actual duty and responsi- 
bility. was not provided for in the 
preparation. Nor did the preparation 
always provide instruction in the use of 
radio and television as health educa- 
tion media. However. appearance on 
radio and television as well as prepara- 
tion of materials for these media were 
low in frequency as actual duties and re- 
sponsibilities. Recruitment of public 
health personnel was stated only rarely 
as a duty or responsibility. Little at- 
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Table 4—Time Devoted to Specified Health Education Activities by 76 Selected 
Public Health Educators, Mean of Three Time Logs 


Percentage of 


Respondents 
Reporting 
Activity 


Activity 


Administration 
Administration 
Supervision and personnel 
management 
Recruitment 
Public Relations 
Community Organization and Service 
Consultant Functions 
Consultant services 
Inservice resource 
Intradepartment resource 
Education 
Health department program in 
health education 
Joint program in health education 
School health 
Staff education and inservice 
training 
Communication or Dissemination 
of Information 
Communication program 
Person-to-person communication 
Newspapers, radio, television 
Printed materials 
Visual or audiovisual aids 
Professional Development 
Other Activitie- 


Total 


tention was given to this activity in the 
preparation provided by the schools of 
public health and the selected public 
health educators reported their partici- 
pation in recruitment activities was in- 
frequent and with little time devoted to 
them. 

6. Certain variations were found in 
the data from each source. A compari- 
son of state or territorial and local posi- 
tions disclosed variations both in the 
merit system statements and in the actual 
duties and responsibilities discharged. 
Actual duties and responsibilities were 
found to vary also by month, by length 
of employment. and by the school of 
public health in which preparation was 


Mean Hours 
per W eek, per 
Respondent 


Percentage of 
Reported Time 


» 


received. Preparation in the schools of 
public health varied somewhat as to the 


duties and responsibilities. emphasized. 
C. Knowledge and Understanding 


1. Merit system statements were found 
to place greatest emphasis on knowledge 
and understanding concerned with pub- 
lie health and public health education. 
General education, such as basic knowl|- 
edge of psychology. sociology, and the 
biological emphasized 
moderately. 

2. Public health educators reported 
knowledge and understanding of public 
health and public health education 
highly essential, and knowledge of per- 


sciences, was 
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88 4.7 11.22 
68 2.2 5.49 
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sonal health moderately so. Knowledge 
and understanding of school health was 
reported least essential. Certain varia- 
tions depending upon place of employ- 
ment were found, for example. state or 
territorial health educators compared 
with county or city-county. 

a Prepafation in the schools of pub- 
lic health, while spanning all of the 
categories of knowledge and understand- 
ing included in this study. was found to 
emphasize school health. public health, 
and public health education. Knowledge 
and understanding of mental health, nu- 
trition, adult education principles and 
methods, educational psychology and 
learning. and some of the social sciences 
received special attention. Certain 
knowledge and understanding not  in- 
cluded in the preparation given by the 
schools of public health was anticipated 
by the schools from educational prepa- 
ration prior to admission. 

1. The APHA statement on educa- 


tional qualifications was found to place 
emphasis on knowledge and understand- 


ing pertaining te public health educa- 
tion. general education, and general 
knowledge and to give little attention 
to school health and public health. 


D. Abilities and Skil!s 


1. Requirements for merit 
health education positions were found 
to emphasize abilities and skills to work 
and cooperate with people. to present 


system 


facts simply and effectively. and (to a 
slightly less degree) to plan. organize. 
and execute work. Specific abilities and 
skills stressed pertained to critical judg- 
ment. interpersonal relationships, effec- 
tive oral and written expression, and 
Those dealing with 
supervision 
of health 


leadership 


program planning. 
administration, personnel 
and direction, preparation 
education materials. and 
were stated infrequently. 

2. Public health educators rated high- 
est the abilities and skills pertaining to 
working and cooperating with people. 
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Rated slightly less essential were those 
concerned with sizing up and meeting 
situations, analyzing and making deci- 
sions, and with presenting facts simply 
and effectively. Those pertaining to 
planning. organizing, executing 
work and to exercising creative ability 
were reported moderately essential. 
Abilities and skills in training others 
and in directing and supervising their 
work were rated least essential. 

Specific abilities and skills rated high- 
est by these public health educators 
pertained to dealing tactfully with pro- 
fessional persons and the public. work- 
ing effectively with others, planning co- 
operatively. and exercising good judg- 
ment. Rated lowest were the abilities 
and skills to handle data statistically. 
gather data and conduct studies. main- 
tain records and files, interpret laws and 
regulations. and supervise or direct other 
personnel. Certain variations by place 
of employment were found. for example, 
state or territorial educators compared 
with county or city-county. 

3. Preparation in the schools of pub- 
lic health provided for development of 
abilities and skills in all six categories 
but emphasized those having to do with 
working and cooperating with people 
and with presenting facts simply and 
effectively. Exercising creative ability 
received least attention. All schools as- 
sumed that to a considerable extent the 
development of abilities and skills re- 
sulted from field experience or from 
total curriculum experiences rather than 
from a specific course. 

4. In the APHA statement of educa- 
tional qualifications the abilities and 
skills to plan, organize. and execute work 
and to work and cooperate with people 
and to present facts simply and effee- 
tively were stressed. 


E. Persona! Traits 
1. Merit system requirements for 


health education positions placed little 
emphasis on personal traits. Where 
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such requirements were stated emphasis 
was on health and appearance. Per- 
sonal traits concerned with performance 
and integrity were moderately empha- 
sized and those dealing with interper- 
sonal relations, understanding, and ma- 
turity lightly emphasized. 

2. Public health educators in the 
study group perceived personal traits 
concerned with interpersonal relations, 
understanding, and maturity as highly 
essential and those concerned with per- 
formance and integrity as only slightly 
less so. Traits pertaining to health and 
appearance were rated lower. Specific 
traits perceived least important included 
freedom from disabling defects. force- 
fulness, teaching ability, administrative 
ability, and willingness to travel. Cer- 
tain variations by employing agency and 
school of public health were found. 

3. The schools of public health en- 
gaged in preparing public health educa- 
tors placed major emphasis on personal 
traits concerned with interpersonal re- 
lations, understanding, and maturity 
and moderate emphasis on performance 
and integrity. In general. they relied 
upon credentials submitted. personal 
references, and interviews to assess the 


personal traits of applicants seeking ad- 
One school reported the use 
of a written essay and a battery of tests 
as additional procedures. 

All the schools attempted to rate the 
personal traits of students enrolled in 
the programs of study for public health 


mission. 


educators. They reported also that 
prospective employers of public health 
educators frequently sought informa- 
tion on personal traits and inquired 
most often about the graduate’s ability 
to work with others and his leadership 
potential. Information on traits such 
as tact. emotional stability, maturity, 
and adaptability was sought slightly less 
frequently. 

4. The APHA statement of educa- 
tional qualifications was found to con- 
tain some references to traits concerned 


with health and appearance; with inter- 
personal relations, understanding, and 
maturity: and with performance and 
integrity. The latter reference is slight. 


F. Educational Background 


1. A number of fields of study as 
possible educational backgrounds for 
public health educators were presented 
by all four sources of data. 

2. Requirements for health education 
positions under a merit system placed 
emphasis on educational backgrounds 
in health education or public health but 
usually included a wide choice of edu- 
cational fields as options. The mastér 
of public health degree. frequently with 
emphasis in health education, was a re- 
quirement for positions named in over 
half the merit systems. Another third 
of the positions listed this degree as one 
of several options of graduate education 
or years of experience required. 

3. Schools of public health admit 
persons with any one of several educa- 
tional backgrounds to the programs of 
study in health education. However. 
at least some preparation is expected in 
the biologic, physical, and social sciences 
and in education with more than ele- 
mentary preparation in one or two of 
these. Attempts to strengthen the weaker 
fields of preparation are made, seme- 
times concurrent with study for the 
master’s degree. 

4. The selected public health educa- 
tors had more than elementary prepara- 
tion in at least two of the four fields: 
education, biologic science, physical sci- 
ence, and social science. Over half had 
undergraduate majors or minors in bio- 
logic science, one-third to one-half in 
social science and in physical science 
or mathematics, and over one-fourth in 
education. One-third of the group had 
an undergraduate or graduate major or 
minor in some combination of health, 
physical education, and recreation which 
included preparation in education and 
in biologic science. 
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5. The APHA statement of educa- 
tional qualifications recommends seven 
major areas for the educational back- 
ground for health educators. 


G. Experiential Background 


1. Experience. other than academic. 
was a recognized factor in the back- 
ground of public health educators 
named by all four sources of data. 

2. Only two of the 199 merit. sys- 
tem statements for health education 
positions examined did not list an ex- 
perience requirement. Public health. 
public health education, health educa- 
tion. and related educational work were 
-pecified most frequently as desirable 
or required fields for experience. Ap- 
proximately one-fourth of the statements 
suggested the possibility of substituting 
beyond the minimum re- 
quired for the position, for a part or 
all of the experience required. 

3. Schools of public health normally 
required three years of experience in 
public health or teaching prior to ad- 
mission to the program of study in 
health education. One vear of gradu- 
ate study supplemented by supervised 
field experience in public health fre- 
quently is accepted in lieu of the three 
vears work experience. 

4. Among the selected public health 
educators over two-thirds reported ex- 
perience public health or public 
health education prior to admission to a 
school of public health. Over half. with 
some overlap. had teaching experience 


education, 


Secondary science 


prior to admission. 
or mathematics were the teaching fields 


specified most frequently. Experience 
following the granting of the master’s 
degree was largely in health education, 
although a few educators had been as- 
signed administrative duties in other 
fields of public health. 

5. The APHA statement of educa- 
tional qualifications for health educa- 
tors recommends experience to provide 
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professional maturity and suggests the 
possibility of securing the necessary ex- 
perience in an allied field, especially 
teaching. if experience in public health 
is not possible. 


H. Other Findings 


1. Certain variations were found in 
the programs of study for health educa- 
tors offered in the schools of public 
health. However, the preparation pro- 
vided in the seven schools had more 
common than dissimilar elements. 

2. Merit system statements for health 
education positions. in general, vary 
widely but have some common prop- 
erties. 


Conclusions 


The findings of this study led to the 
conclusion that no definite pattern of 
consistent relationships existed between 
the work done by the selected public 
health educators. the requirements for 
merit system positions in health educa- 
tion. the educational preparation offered 
in the schools of public health. and the 
APHA statement of educational quali- 
fications. 

\ further conclusion was that the 
scope of the duties and responsibilities, 
knowledge and understanding, and abili- 
ties and skills of public health educators 
is very broad. This was reflected in 
their preparation, their activities, the 
requirements for their employment. and 
the statement of educational qualifica- 
tions. 

Certain recommendations appear evi- 
dent from these findings. One of these 
is the need for the schools of public 
health. public health educators employed 
in official health agencies, the merit sys- 
tems, and public health administrators 
to work toward better understanding 
and greater consistency in order that 
public health educators may be better 
prepared, employed, assigned. and stim- 
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ulated to make the fullest contribution 
of which they are capable. To effect 


this the schools need to examine the 
knowledge and abilities now stressed in 
their programs of study in relation to 
those found important by public health 
educators, merit systems need to recon- 


sider their stated requirements for posi- 
tions. and public health educators need 
to consider if they are seeking the op- 
portunities which enable them to make 
full use of their professional prepara- 
tion. Administrators can help in the 
revision of merit system requirements 
and by giving attention to the duties 
and responsibilities assigned to public 
health educators. 

It seems evident. too, that in the ap- 
pointment of public health educators, 
merit systems and public health admin- 
istrators need to consider the personal 
traits concerned with interpersonal re- 
lations, understanding. and maturity. 

. 5o much of the public health educator's 
work is with people that these traits 
should receive highest attention. Data 
from the schools of public health and 
the public health educators who par- 
ticipated in this study 
conclusion, 


support this 
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Businessmen Look at Employee 
Health Services 


STABLISHING A health service in- 
E dustry is partly a matter of eco- 
nomics: how much does a health service 
cost and what are the returns’ But it 
is also a matter of management's atti- 
tudes and information about such mat- 
ters. Efforts to encourage the adoption 
of employee health services involve the 
commitment of personnel and other re- 
sources. To insure maximum returns 
on this expenditure, it is necessary to 
know how businessmen feel about em- 
ployee health services. what kind of in- 
formation they want about these matters. 
and the most appropriate channels of 
communication by which they may be 
reached. The findings of a recent sur- 
vey ' conducted for the U. 5. Public 
Health Service by the Institute for So- 
cial Research. University of Michigan. 
suggest how to reach managers of busi- 
ness establishments, and what kinds of 
information are likely to be effective. 
Interviews were held with executives of 
262 business enterprises. representing a 
cross-section of industry and commerce. 
chosen over a wide geographic area, and 
grouped according to the number of 
employees, ranging from 50 to over 500. 

Most businessmen agree that employee 
health is important to them. Eighty 
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per cent of the 262 executives inter- 
viewed said that they have some respon- 
sibility for the nonoccupational health 
problems of their emplovees. the 
same time, the matter of emplovee health 
services is neither salient nor pressing 
for most executives. Many other matters 
considered to be more urgent compete 
for their attention. But while employee 
health services are not uppermost in the 
minds of executives. most of them would 
like more information on the subject. 

An important finding of the survey 
is that the manager's concept of the 
health needs of his establishment appears 
to be at the heart of the problem of in- 
creasing the number and improving the 
quality health services. 
Businessmen who do not employ a doe- 
tor or nurse think of a health service as 
concerned solely with the treatment of 
injured employees. 


of employee 


All too often, man- 
agement’s concept of a health service is 
a room where the bloody. the battered, 
and the bruised are carried in’ on 
stretchers. Such an idea is a substantial 
barrier to further expansion of the num- 
ber of employee health services. There 
is no awareness of the potential gains 
to be derived from the day-to-day pre- 
ventive activities of a doctor or nurse. 
the important role of the doctor and 
nurse in good employee relations. and 
the possible savings in sick leave costs. 
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Contacts that businessmen have with 
most sources of health information do 
not appear to create an active desire 
to have employee health services. In 
fact, discussions with governmental 
health representatives were found to 
have a slightly negative effect. Simi- 
larly. discussions with physicians in gen- 
eral appear to be unproductive. On the 
other hand, two kinds of contact, while 
relatively infrequent, seem to encourage 
the adoption of employee health serv- 
ices. These involved discussions with 
practicing industrial physicians and 
with workmen’s compensation —insur- 
ance carriers. It is also significant that 
managers rate most highly sources of 
information within their own industries. 
These sources include conventions and 
meetings of the industry. visits to com- 
panies. literature of trade associations 
and other publications within the indus- 
try. and talking with other businessmen 
in the same industry. On a community 
level. the most significant source is 
“talking with other managers in the 
community.” This preeminence “of 
talking with other managers” in each 
context——industry and community 
points up the importance of personal 
contact as a channel for. providing in- 
formatien and influencing action. 

In the choice of informational mate- 
rials. a majority of managers would 
like case studies, particularly from busi- 
nesses like their own. At the same time. 
a sizable proportion prefer statistical 
data derived from the experience of a 
sample of industries. In both cases, in- 
formation is wanted about the internal 
operation of employee health services. 

(Among managers who have a doctor 
or nurse, more than half are willing to 
improve their employee health program. 
Discussions with public health officials 
and with representatives of workmen's 
compensation insurance Companies seem 
to strengthen this inclination. The mere 
fact of having a unionized establish- 
ment seems to have little effect on the 


businessman's willingness to improve. 
Unions seem to be a positive element 
for the improvement of employee health 
services when the climate of manage- 
ment-union relations is not one of con- 
flict. Moreover. managers who employ 
a docior are more willing to improve 
than those who have only a nurse. These 
findings emphasize that the business- 
man depends on his professional per- 
sonnel in health mattefs. and that in- 
formation encouraging improvement of 
health services should be directed to 
medical personnel in industry. Man- 
agers are more interested in costs and 
employee acceptance of various improve- 
ments, 

The types of establishments 
likely to be persuaded to organize em- 
ployee health services are those in in- 


most 


dustries where health services are al- 
ready prevalent. those with 250 or more 
employees, and those with a policy of 
providing — sick for emplovees. 
where probably reductions in absentee- 
ism stemming from a_ health service 
could prove beneficial. Failure to adopt 
a health service is not due so much to 
resistance to the idea as it is to a lack 
of information about costs and values 
of employee health services. Clearly. 
here is an important area for a prop- 
erly planned and executed educational 


leave 


activity. 
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Self-Analysis and Change in Public 
Health 


HE RECENT statement of the U. 5. 

Public Health Service urging selec- 
tive use of the mass x-ray method for 
discovery of cases of tuberculosis has 
implications extending far beyond the 
immediate field of interest. This recom- 
mendation comes just about twenty-five 
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years after mass surveys of apparently 
healthy populations by means of the 
x-ray were undertaken and developed.’ 
The mass survey idea became a signifi- 
cant part of the tuberculosis control pro- 
gram at a time when it was felt that a 
large majority of the adult population 
of the United States could be included 
in an endeavor to find unsuspected tu- 
berculosis in its early stages. Further- 
more, this was a period when the x-ray 
film became more easily available 
through portable units, thus resulting in 
greater effectiveness and economy of 
operation. 

Prior to 1933. tuberculosis surveys in 
New York City, for example, dealt with 
groups of children or with adolescent 
groups. The tuberculin test was used as 
a screening device and positive reactors 
were x-rayed. Even when the mass x-ray 
survey was introduced as an effective 
tool for case finding. there was an aware- 
ness among sophisticated public health 
workers that it would be most produc- 
tive among adults of low income. the 
unemploved and the nonwhite popula- 
tion. Over the subsequent twenty-five 
years. however. this selective approach 
tended more and more to recede into 
the background as the mass survey was 
extended on a community-wide basis. 

We have now come full circle with 
the recommendation by the Public 
Health Service that x-ray surveys to find 
cases of tuberculosis be conducted on 
a selective basis. with attention focused 
on “high risk” groups. These include 
hospitalized persons. migrant workers. 
members of low-income groups, and 
those known to be exposed to the 
prevalence groups. 
tuberculin testing should be used as a 
first step with x-ray examination limited 
to those with positive reactions to the 
skin tests. Decisions on which groups 
to survey should be made by local au- 
thorities in the light of local conditions 
and the expected vield of new cases. 

Two major factors are responsible for 


disease. In low 
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this new approach. One is the spec- 
tacular advance in coping with the dis- 
ease, particularly in the past fifteen 
vears. The other is the new concern 
with the cumulative effects of exposure 
to low-level radiation. As a result. the 
nature of the tuberculosis problem has 
undergone a highly significant change, 
and it is to the credit of the U. S. Public 
Health Service and of the National Tu- 
berculosis Association that they recog- 
nized the need for a review of current 
practices in relation to the altered situa- 
tion and have drawn the consequences 
in terms of action. Evaluation and re- 
appraisal of public health programs 
from time to time is certainly not a new 
idea but the action of the Public Health 
Service underlines forcefully the impor- 
tance of such action. 

Change is inevitable in public health 
practice since the latter is the embodi- 
ment of public policy based on scientific. 
political, economic, social. and ethical 
considerations. As conditions change. 
as new knowledge becomes available and 
is applied. as other elements in the com- 
munity impinge on health problems. 
adjustments become necessary in the 
handling of public health questions. 
Such changes may be unsettling and un- 
comfortable. but they are essential. This 
can be seen equally well in areas other 
than tuberculosis. An analogous situa- 
tion exists with regard to the nature of 
the venereal disease problem in the 
United States today. and how it should 
be handled. Some claim that venereal 
disease is on the increase.* Others deny 
that there is a “rising tide” of syphilitic 
infection.* Still, others. for example. 
Silverman and Hedrich in the current 
Journal, question the relevance of such 
practices as the premarital blood exami- 
nation for the control of venereal dis- 
ease. And yet the fact remains that in 
every community there is a reservoir 
of infection of both syphilis and gonor- 
thea. From time to time individuals 
dip into the infectious reservoir and 
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cases of venereal disease will occur. As 
Fiumara, et al., have recently shown. 
such cases may give rise to epidemic 
outbreaks under appropriate circum- 
stances. Apparently the behavior which 
creates such situations is more likely to 
occur in certain groups of the popula- 
tion than in others. Consequently, what 
is needed now is a reappraisal of the 
nature of the venereal disease problem 
and its control. 

“Out of the old fields cometh the 
new corn.” said Chaucer. but we may 
add only if the fields are plowed up at 
regular intervals. well manured and 
carefully cultivated. 
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The Retreat of the Mass Diseases 


ANY PARTS of the world. especially 
M the less developed areas, have 
long suffered from the effects of mass 
diseases, that is. conditions which are 
so widespread and affect such a large 
proportion of the population as to be 
a dominant factor in hindering social 
and economic development. Further- 
more. such conditions mask other dis- 
eases to the point of making them clini- 
cally irrelevant until the mass disease 
is removed. In recent years. health 
conditions have been improving steadily 
throughout the world. but the 
rapid progress has taken place in areas 
where mass diseases have been and are 
being brought under control. As _ indi- 
cated by declining mortality, the eco- 


most 


nomically less developed countries are 
reaping the benefits of modern medi- 


cine in relation to infections 
and nutritional diseases where specific 
causes. preventives. and cures have be- 
come well known. 

Malaria. for example. is now con- 
trollable and is retreating with spec- 
tacular acceleration. It affects millions 
of people annually and is still the world’s 
greatest and probably most costly pub- 
lic health problem. Of the world’s total 
population of 2,650,000,000, it is esti- 
mated that 1.070.000,000 live in malari- 
ous areas. In 1955, 
estimated total of 200 million cases of 
malaria and the mortality from the dis- 
ease was estimated at two million. And 


tnass 


there was an 


this situation exists after a sharp decline 
in mortality over the preceding five 
vears. According to a recent issue of 
the Epidemiological and Vital Statistics 
Report (10:351-412. 1957) of | the 
World Health Organization. which deals 
with the trend of mortality from infee- 
tious and parasitic diseases between 
1950 and 1955, mortality from malaria 
in 28 countries with a population of 
564,000,000 decreased by 31 per cent. 
These countries contain about one-sixth 
of the world population. but unfortu- 
nately there are no data from the Soviet 
Union, China. or India. From another 
source. however. it is reported that 
under its control program India reduced 
the number of cases of malaria from 
7) million a year to less than 20 mil- 
lion and the deaths from malaria from 
790.000 to 200,000 a vear. 

The extensive DDT-residual-spray 
work carried out in many countries has 
greatly increased the number of people 
protected against this disease. As an 
instance. in six Asian countries | Afghan- 
istan. Burma. Ceylon. India. Indonesia. 
and Thailand}. recent estimates indicate 
that malaria control programs have di- 
rectly protected 121 million people out 
of 250 million living in malarious areas. 
Furthermore. changing approaches to 
malaria control have made it possible to 
think optimistically in terms of the 
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“eradication” of malaria. This new ap- 
proach is based on recognition of the 
fact that “malaria eradication does not 
mean or require eradication of the 
anopheline species that carry the dis- 
ease in a given area. It only means 
eradication of the malaria parasites.” ' 
Inasmuch as infection generally lasts no 
longer than three or four years. at most. 
except in certain rare forms. an effort 
is made to establish complete control 
of the mosquitoes for that period through 
intensive DDT residual spraying. If 
the life-and-infection cycle in the “para- 
site to mosquito te human” circuit is 
thus interrupted and the human popu- 
lation loses its parasites. mosquitoes 
may remain, but they will not be dis- 
ease carriers because they will find no 
infected human beings to bite. 

In the 28 countries mentioned above. 
tuberculosis in 1955 accounted for 
125.000 deaths, or three-fourths of all 
deaths due to infectious and parasitic 
diseases occurring over the age of 15. 
Whooping cough and measles were the 
main causes of death under one year 
of age. Between the ages of one and 
ten dysentery took first place. 

Since 1950. there has been a remark- 
able decrease in mortality from infec- 
tious and parasitic diseases, amounting 
in the group of countries under review 
to about 50 per cent. This decline, it 
is estimated, resulted in the saving of 
some 816.04. tives in a period of five 
Whooping cough shows rela- 
tively the largest reduction in mortality 
(63 per cent). 
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Poliomyelitis mortality 
one-half during — the 
group of countries 
WHO report. there 
3.092 deaths caused by polio- 
myelitis 1955 compared — with 
6.669 1952) and 5.301 in) 1950. 
Syphilis in infaney has been reduced to 
18 per cent of the figure for 1950. Only 


diminished — by 

period. the 
covered by the 
were 


mortality from measles and meningococ- 


cal infections did not diminish consid- 
erably. 
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There has been a striking decline in 
the number of deaths from pneumonia 
since penicillin and other antibiotics 
became available as shown by a recent 
WHO survey.” Nonetheless. pneumonia 
still ranks among the diseases causing the 
greatest number of deaths even in the 
developed countries where antibiotics 
are widely used. It is a leading cause 
of death particularly among infants and 
the aged. 

Considerable progress has also been 
made in the control of a number of 
parasitic diseases that produce a very 
heavy burden of disability. Among 
these are bilharziasis. filariasis. vaws. 
and syphilis. For example it is now 
possible to control onchocerciasis. the 
blinding filariasis. which affects nearly 
20 million people in Central and South 
America as well as in tropical Africa. 
There are now effective and_ practical 
methods of combating the — parasitic 
worm and its vectors. and successful 
campaigns have conducted — in 
Guatemala and Mexico to reduce the in- 
cidence of onchocercal blindness and 
other disabling eve lesions. 


been 


While in many countries, particularly 
in economically less developed regions, 
infectious and parasitic diseases are still 
a serious health problem and constitute 
the main causes of mortality and mor- 
bidity. mortality rates have generally 
continued on a downward trend and 
epidemic diseases are being brought 
under increasing control. The opti- 
mism implied by this broad picture of 
retreating mass diseases must. however, 
he qualified, along several lines. Prog- 
ress has indeed been substantial. but it 
is still small compared to the vast extent 
of disease in the world today. Trachoma 
and infectious conjunctivitis. for exam- 
ple. affect. no less than 400° million 
people all over the world. These dis. 
eases present a vast social problem. be. 
cause they produce a high percentage 
of blindness or disabling eve lesions. 
Furthermore. as the recent United Na- 
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tions Report on the World Social Situa- 
tion (1957) points out, there has been 
an explosive growth of cities in eco- 
nomically underdeveloped areas during 
the past few decades, and it can be as- 
sumed that urban growth will proceed 
at a tremendous pace for some years to 
come in these parts of the world. In 
all likelihood, this will affect the health 
situation in numerous ways, some of 
them favorable. others inimical. In 
Latin America, for example, the cities. 
are incomparably better off in medical 
care and other social services than the 
countryside, and use is made of such 
services. This is true as well of towns 
in Africa. At the same time, the urban 
environment may contribute to ill health 
through overcrowding, malnutrition, and 
the sanitary problems created by the 
rapid rate of urban growth. Moreover, 
rural migrants to towns may bring with 
them certain infectious and_ parasitic 
diseases. Rapid urbanization may also 
have an adverse effect on the mental 


health of the newer urbanites subjected 
to the stresses of migration or unaccus- 
tomed social mobility. 

However, one thing is clear. 
trends indicate continuing health im- 
provement. The retreat of the mass 
diseases offers ample evidence on this 
point. Concomitantly, the means by 
which this result is being achieved 
large-scale employment of immuniza- 
tion, antibiotics and _ insecticides— has 
introduced a new element of great po- 
tency. Whereas control of the mass 
diseases was formerly a relatively slow 
process, it can now be achieved with 
increasing rapidity and this is bound 
to have an important impact on the so- 
cial organization of vast populations. 
This is the challenge which confronts 
health workers today over a large part 
of the world. 
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Scientific Exhibits Cited—Cleveland Annual Meeting 


At the 86th Annual Meeting in Cleve- 
land. Ohio. the Committee on Scientific 
Exhibits. Sol Lifson. chairman. evalu- 
ated the Scientific Exhibits with the 
cooperation of 21 Members and Fellows. 

Of 65 Scientific Exhibits. the com- 
mittee selected 10 to receive certificates 
of merit. The 10 top exhibits were 
sponsored by: 


American Medical Association 

Metropolitan Life Insurance Company 

National Association for Mental Health 

National Council on Aleoholism 

National Society for the Prevention of 
Blindness 

National Tuberculosis Association 

New York State Department of Health 

Pan American Sanitary Bureau 

Pennsylvania Department of Health 

Philadelphia Department of Public Health 
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REPORT OF THE CHAIRMAN OF THE EXECUTIVE 
BOARD OF THE AMERICAN PUBLIC HEALTH 
ASSOCIATION TO THE GOVERNING 
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Fresh Winds Are Blowing 


QUARTER OF a century ago the 
A philosopher Alfred North White- 
head pointed out “Mankind is now in 
one of its rare moods of shifting its 
outlook. The mere compulsion of tradi- 
tion has lost its force. It is our busi- 
ness—philosophers, students, and prac- 
tical men—to recreate and reenact a 
vision of the world including those ele- 
ments of reverence and order without 
which society lapses into riot, and pene- 
trated through and through with un- 


whs for 


Hinching rationality. 


which. within the limits of their develop- 
ment. this vision has been widespread 


are the epochs unfading in the memory 
of mankind.” 

The intervening decades have more 
than berne out Whitehead’s view. They 
have been vears of turbulence. of up- 
heaval and crucial change. an intensely 
confused period marked by a melodra- 
matic and kaleidoscopic variety of inci- 
dent. Beneath the surface diversity. 
however, general trends lead like red 
threads through the maze and _ reveal 
certain basic unities. For one thing. 
our period is marked by a unifying and 
relatively constant element in its climate 
of opinion: whether we like it or not. 
change has become an integral part of 
our world, 

In part. this is a consequence of the 
remarkable scientific and technological 
afflorescence of the first half of the 20th 
century. The continuing onrush and 
impact of the changes attendant upon 
this process inevitably have had impor- 


FEBRUARY, 1958 


tant consequences for the public health. 


* We have witnessed in the United States 
- an unprecedented over-all improvement 


of community health undreamed of by 
the nine physicians and one architect 
who met in 1872 to establish a national 
sanitary association. Today the com- 
munity is in a better position than ever 
before to control its environment and 
to preserve health and avert disease. 
More and more. men can consciously 
plan and organize for better health. be- 
cause available knowledge and resources 
make it possible in many instances for 
them to act with a clear understanding 
of what they are doing. 

This is not to imply that there are no 
more problems. Many health questions 
have been solved in considerable meas- 
ure. yet this knowledge awaits applica- 
tion in practice. There are problems of 
community health that require social 
and political action guided by available 
technical and professional knowledge. 
As new areas of public concern and ob- 
ligation are defined by advancing know}- 
edge in the field of health. one would 
expect the administrative organizations 
set up to protect the health of the com- 
munity to respond in an appropriate 
manner. Unfortunately. in) numerous 
aspects of community health. demo- 
graphic. economic and_ social trends 
have out-stripped the growth of institu- 
tional forms adequate to meet the chang- 
ing needs of our time. 

Furthermore. the horizon of health 
workers can no longer be limited to the 
local or even the national community. 
hut must extend outward to the inter- 
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national community. Today. we are all 
members one of another; and so each 
in our own community and in our own 
work, we must strive toward a goal of 
freedom from disease. want. and fear. 

All this relates to the present and 
even more significantly to the future of 
the American Public Health Association. 
Under the uncertain 
ties created by our changing world. a 


pressures and 


groundswell of unease and unrest has 
been evident among public health work- 
ers. What is to be the design of com- 
munity health in the world of tomorrow ? 
What will be the role of the health 
worker? Can we envisage the goals 
and how can we move toward them? 
These questions were clearly in the 
minds of those who responded actively 
to the question “Where Are We Going 
in Public Health?” which was discussed 
at the Annual Meeting in Kansas City. 
Sensitive to the ferment stirring those 
concerned with the health problems of 
the American community. the Associa- 
tion has not permitted its proper pre- 
occupation with the improvement of 
what are now recognized as parts of the 
standard health program to blind it to 
the widening health challenges of the 
future. 

Goethe remarked that “What you can- 
not understand, you cannot possess.” 
Recognizing this truth. the Association 
through its Executive Board initiated 
a critical analysis of health in this 
changing world of ours and of the place 
and function of the Association in rela- 
tion to the inexorably oncoming chal- 
lenges of the future. The special Task 
Force charged with this responsibility 
endeavored with perspicacity and_ skill 
to turn productive thinking into recom- 
mendations for creative acting which 
would enable the Association to enhance 
its leadership and greatly develop its 
functions in meeting the newer public 
health problems. All 
clearly that the heart of the matter is 
the service the Association can render 


concerned saw 


and individuals. 


to the public health profession and the 
public. both individually and in groups. 
There was. furthermore. an equally clear 
recognition that it would be necessary 
to secure funds sufficient to underwrite 
many of the additional costs that would 
arise. The creative vision of the Task 
Force Report, and its action program 
implementation, indicated 
Since then a 


for orderly 
the path to be followed. 
number of significant steps have been 
taken which will make it possible organ- 
izationally to move toward the objec- 
tives envisaged by the Task Force. 


Future Program of the Association: 
Implementation and Financial Support 


major focus of activity during 
1956-1957 has been the working out 
of the provisions of the Task Force Re- 
port. This has proceeded along two 
lines. The important problem of finane- 
ing the long-range development plan has 
been approached in several ways. It 
had been recognized that funds would 
have to be sought from the Association 
membership. and from such outside 
sources as foundations. corporations, 
For this reason. the 
recent announcement of grants from the 
Rockefeller Foundation and the W. Kk. 
Kellogg Foundation to the Association 
is exceedingly gratifying. The grants. 
in the same amounts. provide up to 
$300,000 toward the development of an 
expanded program of services to pro- 
fessional workers in public health, and 
is available during a three-year period 
beginning in late 1957. 

That the Foundations saw fit to make 
the grant is ample testimony to the vital 
significance of Task Force recommenda- 
tions. At the same time. this action is 
a challenge to the Association and its 
membership. How far are we prepared 
to go. as individuals and as a_ profes- 
sional group. to see that the total plan 
outlined by the Task Force is put into 
action? In this connection. high tribute 
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must be paid to the President. John W. 
Knutson, who has given un- 
stintingly of his time and energy toward 
the achievement of the Task Force ob- 
jectives. He has spoken to many groups 
on this subject and he has written to 
the Fellows inviting voluntary contribu- 
tions as well as offers of help in solicit- 
ing funds. 

Another action concerned with finane- 
ing was the decision by the Executive 
Heard to recommend to the Governing 
Council that dues of Fellows be in- 
creased to $20 and of Members to $12 
effective January 1. 1958. The dues 
increase will attest to the agencies to 
whom the Association looks for larger 
suppert than can be expected from. its 
individual members, that the profession 
itself is contributing substantially to the 
expanded program. This is a good 
place to repeat what the membership 
has been told many times—that every 
dollar from membership dues must be 
matched by four additional dollars from 
other sources to finance the current ac- 
tivities of the Association. Much more 
than present income is needed for addi- 
tional services seen as essential by the 
Task Force. 

Money or the lack thereof has not 
prevented progress in making the struc- 
tural changes that will render it organi- 
zationally possible to proceed toward 
Task Force objectives. This is the sec- 
ond line of action along which important 
steps have been taken. When the Execu- 
tive Board met in February, the com- 
mittee structure of the Association was 
revised in line with Task Force recom- 
mendations. The May issue of the 
Journal carried the 1956-1957 Com- 
mittee List in which the new organiza- 
tion is apparent. 


Technical Development Board and Pro- 
gram Area Committees 


The Technical Development Board 
has been appointed and Program Area 
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Committees organized in the following 
eight areas: Accident Prevention, Child 
Health. Chronic Disease and Rehabilita- 
tion. Environmental Health. Medical 
Care Administration. Mental Health. 
Public Health Administration. and Ra- 
diological Health. In many instances. 
research projects. studies and interests — 
of committees in existence before the 
creation of the Technical Development 
Board have been continued. Where 
pertinent and appropriate. the friuts of 
these endeavors have been retained and 
transferred to the related Program Area 
Committees. described below. 


Public Health Administration 


The Program Area Committee on 
Public Health Administration, under 
Viado Getting. M.D., will to a consider- 
able extent continue many of the func- 
tions of the former Committee on Ad- 
ministrative Practice. and especially the 
Subcommittees on State and Local 
Health Administration and Local Health 
Units. At this point it is appropriate 
to comment on the disappearance of the 
Committee on Administrative Practice 
after 36 years of constructive achieve- 
ment. Its contributions were reviewed 
in last year’s report. Work on the proj- 
ects initated under its aegis have con- 
tinued and reports on these will be made 
to the Committee on Public Health Ad- 
ministration. Among these projects are 
“A Glossary of Uniform Administrative 
Terminology in Program Planning and 
Evaluation of Public Health Programs.” 
revisions of the “Guide to a Community 
Health Study.” and a new statement of 
principles on complete coverage of the 
country with all basic public health 
services. During the past vear. also, 
an extensive study of public health and 
hospitals in the city and county of St. 
Louis. Mo.. was carried out under the 
direction of Edward Press, M.D.. field 
director, Ira Hiscock, Se.D.. and 
Roscoe Kandle. M.D.. as chief consult- 
ants. The results have been published 
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in a report entitled “Public Health and 
Hospitals in the St. Louis Area—A 
Mid-Century Survey.” 

The Subcommittee on Chemical Poi- 
sons is continuing its activities under 
the Committee on Public Health Admin- 
istration. It has played a major role 
in the establishment of a National Clear- 
inghouse for Poison Control Centers 
which is now well under way in the 
Public Health Service. Together with 
the American Academy of Pediatrics, 
the subcommittee helped to prepare and 
distribute “A Guide to the Organization 
of a Poison Control Center.” and is also 
participating with the American Medical 
Association and the American Academy 
of Pediatrics in a nation-wide coopera- 
tive project. involving a dozen posion 
control centers and medical schools, to 
evaluate the most effective method of 
treatment for ingestion of kerosene and 
related petroleum distillates. 


Radiological Health 


The former Task Force on Radiologi- 
cal Health. under Daniel Bergsma, M.D.. 
has been converted to a Program Area 
Committee and is continuing to work 
on documents already drafted. These 
are a statement on “Public Health Policy 
on Radiological Health” and two alter- 
nate drafts (with and without a com- 
mission) of a model state radiation 
protection act. 


Accident Prevention 


The Program Area Committee on 
Accident Prevention has moved along 
under the substantial momentum gained 
as a prior subcommittee. A. L. Chap- 
man. M.D.. was retained as chairman. 
A joint conference between the Ameri- 
can Public Health Association, the Na- 
tional Safety Council, and the Pubile 
Health Service held in the spring of 
1957 was the culmination of a series 
of study group activities in which the 
committee was prominently involved. 
One outcome has been the preparation 


of a 19-page mimeographed manual of 
tentative definitions of home accidents. 
When finally completed, it will undoubt- 
edly be a valuable public health tool in 
advancing the study and control of the 
many elements involved in accident. 


Medical Care Administration 


Under the chairmanship of Dean \. 
Clark. M.D.. the reorganized Committee 
on Medical Care Administration met in 
the spring of 1957. The major areas 
which this group plans to study are: 
health and 
medicine and the utilization of hospi- 
tals: branch clinics and their effect on 
hospital use: health department  prac- 
tices in relation to medical care. 


dependency: — preventive 


Mental Health 


Similarly. the Program Area Com- 
mittee on Mental Health, under the 
chairmanship of Ernest M. Gruenberg. 
M.D.. met and laid out potential area- 
of activity. These include a manual of 
control methods. standards for mental 
health programs. professional standards 
for personnel. suggested curricula in 
schools of public health, and policies on 
interrelations among agencies concerned 
with mental health. 


Chronic Disease and Rehabilitation 


The Subcommittee on Chronic Dis- 
ease and Rehabilitation has been con- 
verted into a Program Area Committee 
with Lester Breslow, M.D.. as chairman. 
It is anticipated that one of its major 
activities will be continued work on a 
document dealing with the elements of 
a chronic disease program for state and 
local health departments. 


Environmental Health 


Under Dwight F. Metzler, C.E.. the 
Program Area Committee on Environ- 
mental Health has continued the work 
on activities in this field: some of these 
had been started previously by the Sub- 
committee on Sanitation of the Com- 
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mittee on Administrative Practice. 

At this point it must be abundantly 
clear that fresh winds are blowing 
through the Association. There is a 
stir and an interest which bodes well 
for the future. Progress in public health 
has been as much a product of enthu- 
siasm and conviction. as of knowledge. 
Both the crusader and the scientist are 
needed. Mr. Harold Clurman, the emi- 
nent director, very aptly described the 
period of ferment in the American 
theater during the 30's as the “fervent 
years.” and there are indications that 
this characterization will not be inap- 
propriate for public health in the decades 
ahead. Certainly, the spirit in which 
many of the committees have taken hold 
of their tasks. without provision for 
travel expense for the members or the 
allocation of staff time. pending an ex- 
pansion of the APHA budget. reflects 
a firm belief in the significance of these 
efforts. To these groups and to others 
the Association looks for the surveys. 
reports, recommendations, standards, 
and statements that will establish sound 
public health practice in the new areas 
and improve it in the old. 


Child Health 


In this connection, special mention 
should be made of an old Associa- 
tion committee which has now become 
a Program Area Committee under 
the Technical Development Board—the 
Committee on Child Health, with Samuel 
M. Wishik, M.D.. as chairman. which 
has a number of important accomplish- 
ments to its credit. During this year 
the energies of the committee and _ its 
staff have been channeled in two princi- 
pal directions: 

1. Promoting and enceuraging distribution 
and appropriate use of publications already 
For this purpose, the resources and 
services of the Mental Health Materials 
Center have been used. Furthermore, excel- 
lent and effective communication has been 
established with many health service groups 
and professional persons across the country. 
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Attesting to the success of these efforts is the 
fact that during 1957 second printings of four 
of the guides were needed. Spanish transla- 
tions of two appeared early in 1957: they had 
been chosen by the International Society for 
the Welfare of Cripples for professional dis- 
tribution in Spanish-speaking countries. 

2. Pushing the remaining guides toward 
publication. The original plans of the com- 
mittee called for 12 guides. Seven were pub- 
lished in 1955-1956, dealing with the health 
supervision of young children, services for 
handicapped children generally and specifi- 
cally for those with cerebral palsy, cleft lip 
and cleft palate, dento-facial handicaps, vision 
problems, and hearing impairment. Four 
other projected guides in the series on serv- 
ices for children with handicapping condi- 
tions epilepsy, orthopedic defects, emotional 
disturbances, heart disease and rheumatic 
fever—are being prepared for expected pub- 
lication in 1958, with the one on diabetics 
held in abeyance for the time being. 


Standing Committees Look Ahead 


What | have said about Program 
\rea Committees applies with equal 
truth to the Standing Committees. The 
new committees have been appointed. 
and several have or will hold meetings 
shortly. 


Evaluation and Standards 


The newly named Committee on 
Evaluation and Standards. Berwyn F. 
Mattison. M.D.. chairman, has had one 
meeting since it was organized. In gen- 
eral, it has continued the activities of 
the old Committee on Research and 
Standards, and has expressed its inten- 
tion of moving into the field of evalua- 
tion. 

Special mention should be made of 
several of the subcommittees working 
under the Committee on Evaluation and 
Standards. Working jointly with rep- 
resentatives of the New York State 
Health Department the Subcommittee 
on the Care of Cases of Communicable 
Diseases in General Hospitals has _re- 
vised the Health Department publication 
“Guide for the Control of Communicable 
Diseases in General Hospitals.” The 
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revised report is now available. Mate- 
rial is now being assembled for another 
volume covering the control of nutri- 
tional diseases. The Subcommittee on 
Health Aspects of Air Pollution partici- 
pated in the preparation of an “Anno- 
tated Bibliography. the Effects of Atmos- 
pheric Pollution on the Health of Man. 
1957.” published by the Kettering Labo- 
ratory of the University of Cincinnati. 
The Subcommittee on the Hygiene of 
Housing has been carrying on a limited 
program acting under the latest grant 
of the Milbank Memorial Fund.  Re- 
quests for additional financial support 
have been made to several organizations. 
and it is hoped that in the near future 
this will be granted. A special Subcom- 
mittee on Poultry Inspection and Sani- 
tation. authorized by the Executive 
Board, was organized for the purpose 
of preparing a statement of principles 
for setting up a poultry sanitation in- 
spection program by state or local health 
departments. Under the chairmanship 
of Henry E. Holle. M.D.. this subcom- 
mittee completed its task in record time. 
The report is in the hands of the Com- 
mittee on Evaluation and Standards for 
further consideration so that it may be 
presented to the Governing Council for 
action and adoption as an Association 
policy. 


Coordinating Committee on Laboratory Methods 


This committee and its eight sub- 
committees have been at work, and 
several are approaching the point where 
the results of their efforts are evident. 
A draft report has been prepared by 
the Subcommittee on Laboratory Ex- 
amination of Shellfish. which will bring 
up to date the earlier report. now out 
of print. A manuscript on Methods for 
the Microbiological Examination of 
Foods has been submitted by the sub- 
committee of the same name. It will 
probably be published in 1958. The 
Subcommittee on Standard Methods for 
the Examination of Dairy Products is 


working toward a revision of the 10th 
edition of “Standard Methods for the 
Examination of Dairy Products” to be 
published probably in 1960. Similarly. 
activities have been initiated toward the 
publication of the edition of 
“Standard Methods for the Examina- 
tion of Water. Sewage. and Industrial 
Wastes” by the subcommittee concerned 
A new feature will be 
a separate section on radioactive meas- 
Publication is anticipated in 


with this area. 


urements, 
1960. 


Committee on Professional Education 


The Committee on Professional Edu- 
cation has continued its record of dis- 
tinguished achievement under its chair- 
man. Philip E. Blackerby. Jr... D.D.S. 

The Professional Examination Service 
continues to be the largest unit in’ the 
Association's budget. Having reached 
the age of 16. the PES can now take 
a long backward look at itself. This 
inspection provides satisfactions as well 
as dissatisfactions. and has its greatest 
utility in our sights for the 
future. 

The past decade is particularly valu- 
able for review since it spans the period 
of the Annual Service Plan, instituted in 
1948. The plan offers governmental 
agencies unlimited examination services 
for an annual fee. The purpose of the 
procedure is: (1) to encourage states 
to use the Professional Examination 
Service examinations for all positions 
for which material has been prepared 
and thus extend the advantages of sci- 
entific testing methods to as many pub- 
lic health workers as possible: (2) to 
develop a service that could be offered 
at an acceptable price through examina- 
tions suitable in many agencies: (3) to 
overcome the resistance to the use of 
examinations for only a few candidates 
since the use of standard examinations 
by many agencies makes it possible to 
provide norm data against which to 
evaluate any agency's few candidates: 


setting 
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and (4) to improve the quality of ex- 
aminations in public health by making 
it possible to have statistical evaluation 
of the test. This has been made possi- 
ble by offering a free scoring and analy- 
sis service to agencies in return for 
making results of the examinations 
available to the Professional Examina- 
tion Service. It is a satisfaction to 
know that this plan has made it possi- 
ble for the Professional Examination 
Service to increase each year the quality 
and quantity of its service. 

It is a long jump from 1947 to 1957 
but here are some of the measures of 
the distance: 


1947 1957 


Total budget $37.400 $200,000 


Number of: 
Employ res y 24 
Available items 20.000 70,000 
Standard examinations 100 850 
Health field~ covered 12 20 


In the first six months of 1957, 36.000 
copies of examinations were delivered 
to various agencies for 10,000 different 
candidates. 

Perhaps most significant is the great 
increase in the kinds of organizations 
using the services. In 1947, state and 
city health departments, the Division of 
Commissioned Officers of the Public 
Health Service. and schools of public 
health and of public health nursing com- 
prised the list of consumers. To this 
list can now be added: the American 
Board of Preventive Medicine. Inc.: the 
American College of Hospital Adminis- 
trators: 35 licensing boards in 24 states 
in the fields of medicine. veterinary 
medicine, laboratory sciences, nursing. 
osteopathy, physical therapy. psychology 
and pharmacy: the American Sanitary 
Engineering Inter-Society Board: the 
American Physical Therapy Association: 
the Communicable Disease Center of 
the Public Health Service: the Health 
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Insurance Plan of New York: and 
others. All this means that the Ameri- 
can Public Health Association through 
its Professional Examination Service is 
now affecting the careers of thousands 
of health workers every year. 

The history of the past decade is in- 
teresting from another viewpoint. Dur- 
ing this time the Professional Examina- 
tion Service evolved from a completely 
subsidized to a completely self-sustaining 
program. In 1947, all of its funds were 
derived from federal and foundation 
sources, viz.. the UL. S. Public Health 
Service. the U. S. Children’s Bureau. 
and the National Foundation for In- 
fantile Paralysis. In 1957 all of its 
funds come from the federal. state. and 
city agencies. the licensing beards and 
the professional organizations which use 
its services. This transition was largely 
the result of the success of the Annual 
Service Plan. 

To say that the major problem of 
PES is financial is simply to echo a 
general condition! The specific form 
takes for the Professional 
Examination Service is the struggle to 


this ogre 


keep acceleration of income up to ac- 


celeration of requests for services. and. 
build up resources for the research and 
development which is a goal for the 
future. 


Recruitment Study 


Recruitment of public health workers 
remains one of the most pressing prob- 
lems as we look ahead. It is important, 
therefore. to note the research project 
concerned with this area now under way 
at the Universtiy of North Carolina. 
under a grant from the National Insti- 
tutes of Health. and with the active co- 
operation of our Committee on Profes- 
sional Education. Robert E. Coker. 
M.D.. is the director of the study. and 
staff has been appointed. Interview 
questionnaires have been prepared and 
pretested in two medical schools. The 
questionnaire interviews have started in 
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a representative sample of all the medi- 
cal schools in the country. The rosters 
of present and previous public health 
physicians needed to carry out a second 
part of the study, as to why physicians 
have entered or left public health, have 
been practically completed. 


Educational Qualifications 


During this year the committee ac- 
cepted for publication as a proposed 
report the statement on Educational 
Qualifications of Executives of Volun- 
tary Organizations and Health Coun- 
cils. The committee also accepted the 
statement on Educational Qualifications 
and Functions of Public Health Educa- 
tors, and voted to recommend the report 
to the Governing Council for adoption. 


Accreditation 


The committee recommended to the 
Executive Board that the schools of 
public health accredited for the aca- 
demic vear 1956-1957 be reaccredited 
for the vear 1957-1958 and for the same 
degrees. A list of the accredited schools 
was published in the July issue of the 
American Journal of Public Health. 
Wilson G. Smillie. M.D.. is the consult- 
ant on accreditation. 


Research Policy 


The new Standing Committee on Re- 
search Policy, under the chairmanship 
of Thomas D. Dublin, M.D., has had 
one meeting. and is now in the process 
of formulating and organizing a pro- 
gram of action. It is already clear that 
this plan will need reconciliation with 
the programs of other new committees. 
This is particularly true with relation 
to the Committee on Evaluation and 
Standards and the Committee on Public 
Health Administration. 


Public Policy and Legislation 


The Committee on Public Policy and 
Legislation. whose chairman is Clarence 
W. Klassen. has not yet had a meeting. 


but committee members have been ex- 
ploring ways by which they can carry 
out the recommendations of the Task 
Force to expedite adoption by the As- 
sociation of an official position on the 
principles relative to matters of public 
policy, keep the membership informed 
of current legislative developments, and 
establish machinery by which to bring 
the influence of the Association to bear 
upon legislative and policy matters. The 
committee, for example, is blocking out 
those areas of public policy on which 
the Association should have an official 
position and develop a statement on 
policy principles. Also being studied 
are procedures of various national or- 
ganizations in handling national and 
state legislation. The committee believes 
that the Association cannot remain aloof 
from its obligation to the national health 
picture and that it must assume an ac- 
tive and aggressive role in the field of 
national public health policy, particu- 
larly in respect to legislation. both of 
its own initiation and that suggested by 
others. 


Affiliated Societies and Branches 


The creation of a Standing Commit- 
tee on Affiliated Societies and Regional 
Branches indicates the concern of the 
Governing Council with the develop- 
ment and strengthening of affiliates. A 
former Ad Hoe Committee had done 
much in bringing about a close rela- 
tionship between the APHA and _ its 
Affiliated Societies and Branches. Last 
vear, five more states became afhiliated 
to make a total of 41 societies and two 
branches. Three additional states have 
now applied for affiliation. The new 
Standing Committee. chaired by Mal- 
colm H. Merrill, M.D.. has undertaken 
the task of finding further means of 
vitalizing the relationship between the 
states and the Association. To further 
the goal of closer contact between afhili- 
ates and officers and staff an organized 
endeavor was undertaken in 1957. 
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During World War II a scheme was 
developed to bring closer to public health 
workers in the western United States 
some of the information and stimulation 
they might receive from an APHA An- 
nual Meeting. This was accomplished 
through a visiting team of speakers. 
This successful venture was repeated in 
1957 at the request of several western 
states. The Association organized a 
team of speakers who traveled on a cir- 
cuit, attending 10 state meetings and the 
Western Branch. The entire month of 
May was given over to these visits. Total 
attendance at the 11 meetings was in 
The team was 
led by the President. Dr. Knutson, and 
its visits were made possible through the 
cooperation of the Public Health Serv- 
ice. the National Heart Institute, the 
University of Michigan School of Public 
Health. the Equitable Life 
Society. and the British 
Services. 

Of those attending the meetings it is 
conservatively estimated that fewer than 
10 per cent find it possible to attend a 
APHA. The 
appreciation expressed for the contribu- 
tion by the visting speakers to these 
state and branch meetings was gratify- 
ing to those who organized the circuit. 
The plan for this circuit-riding team was 
approved by the Committee on Affiliated 
Societies and Branches as a part of the 
continuing effort to bring more services 
and better communication to the Affili- 
ated State Societies and Branches. Un- 
doubtedly. much remains to be done. 
but progress is evident and there is rich 
promise for the future. 


excess of 3.000 persons. 


Assurance 
Information 


national meeting of the 


Association Membership on the Rise 


The news of the year with regard to 
membership is good and encouraging. 
The good news can best be reported in 
numbers: 1.170 applicants have been 
elected to membership since September 
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1. 1956. This continues the upward 
swing from the 1.009 figure reported 
for the same period last vear and 881 
for the year before. The Committee on 
Eligibility will report Fellowship appli- 
cations topping last vear’s high of 227 
by three. Sustaining Members have 
been increased by five. making a total 
of 52. Among the new ones is Procter 
and Gamble with annual dues of $1,000. 
As of September 1. 1957. the total mem- 
bership was 12.881. 

This climbing curve is due in part 
to the response evoked by eight major 
membership promotions. including a 
mailing to 738 former ICA participants. 
Of a total of 4.721 letters of invitation 
sent out during the vear. there were 
175 acceptances. 

Increased Section activity also ac- 
counts. in part. for the changing mem- 
bership picture. Several Sections. work- 
ing with the Membership Department. 
sent invitations to become members to 
447 persons. The result was 76 new 
applicants for the APHA. During the 
past year. all 14 Sections were busy cir- 
culating news to their members. Thirty- 
two Section Newsletters achieved a total 
circulation of 27,998. 

In keeping with the expansion pro- 
gram of the Association, future plans 
in the area of membership will aim at 
having every person in the public health 
profession as a member of the Ameri- 
can Public Health Association. 


Agency Membership 


Another committee was appointed by 
the Executive Board this vear to study 
the newly proposed type of Agency 
Membership. The Ad Hoc Committee 
on Agency Memberships, chaired by 
Milton Terris. M.D.. at its meeting in 
May. 1957, stated that Agency Member- 
ships should be open to state and local 
official and voluntary organizations en- 
gaged in public health work or other 
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programs having a close relationship to 
health services. The addition of this 
type of membership was voted upon in 
August by the entire membership. 


The American Journal of Public Health 


Discussion of communication with 
members leads naturally to the voice of 
the Association, the Journal. The 47th 
volume of our official publication is 
nearing completion. Nineteen hundred 
and fifty seven saw the passing of two 
great public health leaders: Charles- 
Edward Amory Winslow, Dr.P.H.. and 
Haven Emerson, M.D.. and the Journal 
paid fitting tribute to their activities and 
achievements. Notable also was the 
publication of a Symposium on Measur- 
ing the Risk of Coronary Heart Disease 
in Adult Population Groups. which had 
been presented at the Annual Meeting 
in November. 1956. 

The year was marked by a number 
of changes in the leadership of the 
Journal. Abel Wolman, Dr.Eng.. who 
had assumed the responsibility of guid- 
ing the Journal when Professor Winslow 
was compelled to give up this task. re- 
signed as editor in July. Despite numer- 
ous other heavy responsibilities. Profes- 
sor Wolman made his impress on the 
editorial policies of the Journal. and 
it is no more than fitting that we express 
warm appreciation of his efforts. The 
resignation of Professor Wolman was 
followed by that of Raymond S. Patter- 
son. Ph.D.. who had served as associate 
editor since 1954. Raymond Patter- 
son's contribution in preparing the An- 
notated Bibliography has been widely 
appreciated by thousands of Journal 
readers, and it is a pleasure to report 
that he agreed to continue to prepare this 
popular feature. Our cordial thanks go 
out to Dr. Patterson for his work as 
associate editor. On August 1. 1957. 
George Rosen, M.D.. assumed the editor- 
ship of the American Journal of Public 


Health. He has served as a member of 
the Editorial Board since February. 
1948, and most recently as chairman of 
the Board. Dr. Atwater again served 
as managing editor. John D. Porter- 
field, M.L.. chairman of the Editorial 
Board during the first half of 1957. was 
succeeded in August by Granville W. 
Larimore. M.D. Two new members of 
the Board are John J. Hanlon. M.D.. 
and Perry F. Prather, M.D. 

Under its new leadership. the Edito- 
rial Board has felt that the time had 
come for a new look at the Journal. 
While continuing to maintain the high 
standards that have characterized the 
Journal for many years. it is also nec- 
essary to look ahead and see how the 
Journal can best serve the needs of the 
Association and its members. and of 
public health in general in the years to 
come, 

With = this objective the Editorial 
Board is now examining the Journal in 
terms both of content and format. The 
October Journal carried a statement by 
the Board to the readers requesting their 
participation and offering channels for 
the communication of their views to 
the Editorial Board. At the same time. 
technical experts on typography and 
format have been consulted to derive the 
vreatest benefit in these areas. Imbued 
with a vision of the creative possibilities 
that lie ahead for the public health pro- 
fession. the Journal will endeavor to 
represent the broad spectrum of health 
interests and at the same time be sensi- 
tive to the germinal areas, the significant 
areas of development where growth is 
taking place. 


Financial Situation 
It is evident that while there have 


been substantial increases in the Associa- 
tion budgets over the past few vears. it 


has not been possible to keep up with 


the demands addressed to the Executive 
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Board for new activities or expansion 
of previously established projects. As 
a result the Board is compelled to make 
choices among a multiplicity of projects 
and requests in order to initiate new 
activities and undertakings. The avoid- 
ance of deficits, however, seems a clear 
indication — that judgment has 
prevailed. 

It is important to note that only 
slightly more than half of the total 
budget of $652.950 has come from con- 


good 


tinuing. relatively unchanging sources. 
These include membership dues, adver- 
tising. publications. and exhibits. The 
remainder must be raised through spe- 
cial grants. most of which are of short 
duration. | have already pointed out 
that the income derived from member- 
ship dues must be quadrupled from 
other sources every vear in order to 
carry on the present services to public 
health workers. Perhaps better than 
any other, this fact highlights the prob- 
lem that confronts the Executive Board 
vear. It is this situation that 
increases our gratification at the sup- 


every 


port received from a number of agencies. 

On behalf of the Executive Board and 
gratefully 
acknowledge support: from the Ittleson 


the entire Association we 


Family Foundation. the Albert and 
Niary Lasker Foundation. the W. kh. 
Kellogg Foundation. the Rockefeller 


Foundation. the New York Foundation. 
end the Milbank Memorial Fund. 

The generosity of these organizations 
ha- mede possible a number of projects 
that have substantially enriched and ad- 
vaneed the field of public health. 

\ sizable part of our income has been 
obtained from the Sustaining Members 
of the Association. from advertisers in 
the Journal. and from technical exhibi- 
tors. On behalf of the Association. I 
wish to express to them our thanks and 
appreciation. From these sources have 
come funds that have been particularly 
useful in meeting needs in the Associa- 
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tion budget. owing to their flexibility. 

Once again. | wish to emphasize that 
the Executive Board. the Association 
staff. and many others are continually 
exploring further sources of funds for 
the great variety of activities that are 
of concern to public health. The rele- 
vance of this point to the achievement 
of Task Force objectives has been de- 
fined. and | need only underscore it 
here. 


Preparedness for New Responsibility 


Joshua) Reynolds once commented 
that “though a man cannot at all times 
and in all places paint or draw. vet the 
mind can prepare itself by 
proper materials at all times and in all 
places.” This thought may be carried 
one step further with a remark made 
by Louis Pasteur to his students in 1850 


laving in 


that “chance favors only a mind which 
is prepared.” 
Both statements apth characterize our 


situation. We are in a process of tran- 
sition. We are endeavoring to move 


ahead into a future whose outlines can 
be seen. but as through a glass darkly. 
We have great expectations for the new 
developments and challenges that move 
up te confront us. but our success will 
depend in large measure on the degree 
to which we are prepared to cope with 
the unexpected as well as the expected. 
On us lies the responsibility and in 
meeting it we shall have the satisfaction 
and exhilaration of participating in a 
great human adventure. 

In this report | want to thank Dr. 
Reginald M. 
tary. and his staff for their fine work 
without) which these accomplishments 
would not have achieved. Dr. 
Atwater carried on even during his ill- 
The best evidence. | believe. that 
the staff is “tops” is the way they came 
through in Dr. Atwater’s absence. It 
is to the staff organized under Dr. At- 


Atwater. executive secre- 


been 


ness, 
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waters leadership. as well as to Dr. 
Atwater, that I want to extend my 
sincere tribute and thanks. 

It has been a pleasure to serve as 
chairman of the Executive Board at this 
time. My fellow members on the Board 
will share with the other members of 
the Governing Council satisfaction in 
the progress reported and in the evi- 
dence that we are thinking. that we are 
preparing our minds so that we can act 


intelligently when the need arises. We 
have great expectations for further prog- 
ress and greater service in public health 
through the American Public Health As- 
sociation. The future is in our hands 
and may the outcome be a happy one. 


Lawrence J. Peterson, M.S.P.H. * 
Chairman 


* Deceased. 


Panum on Culture and Mental Disease 


Since it has been proved that the frequency of mental diseases is generally in 
direct proportion to civilization and its accompanying social collisions, it might be 
surmised that these diseases are extremely rare on the Faroes, inasmuch as civiliza- 
tion has certainly not attained a high degree there. and the social collisions so 
agitating to the mind. under the patriarchal conditions which prevail. are propor- 
tionately very few. But on the contrary, there is hardly any other country. or indeed 
any metropolis. in which mental diseases are so frequent in proportion to the number 
of people as on the Faroes.—Peter Ludwig Panum. “Observations Made During 
the Epidemic of Measles on the Faroe Islands in the Year 1846.” 
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Physical Therapy Recruitment Piece 


“Physical Therapy: A Career of Sci- 
ence and Service” is a vocational guid- 
ance manual prepared by the American 
Physical Therapy Association. It is 
addressed to counselors and designed as 
an aid in counseling sessions and related 
activities. In a convenient large type 
ring binder the facts about physical 
therapy--its function, opportunities, 
educational and personal requirements, 
and its rewards are described. The prac- 
titioner of this “cornerstone of rehabili- 
tation . will reap the rewards of 
service, satisfaction and security as he 
helps others to help themselves.” 

Included in a packet is a poster. a 
brief descriptive pamphlet about physi- 
cal therapy, another fisting sources of 
financial assistance for students, a sheet 
of career facts (there are now 7,800 
qualified physical therapists but 13,600 
are needed), a list of approved physical 
therapy training programs, a directory 
of physical therapy chapters, and flyers 
describing, respectively, “Within Your 
Hands.” a film about physical therapy, 
and “Physical Therapy: A Career of 
Science and Service.” a color film strip. 
And finally a very convenient order 
blank for ordering the items in the 
packet. which are free. 

American Physical Therapy Associa- 
tion, 1790 Broadway. New York 19. 


Voluntary and Official Salaries 


The Community Council of Greater 
New York has recently published “Sala- 
ries and Related Personnel Practices in 
Voluntary Social and Health Agencies, 


New York City.” The study is related 


primarily to social workers rather than 
to the whole galaxy of workers in social 
and health agencies. 


For example, only 
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hospital social service departments are 
included, not the entire hospital staff. 

The study is based on 154 returned 
questionnaires from voluntary agencies 
of 304 sent to agencies in seven main 
categories—child welfare, coordinating 
and planning. group work and _ recrea- 
tion, health, hospital social service de- 
partments, multifunctional and family 
service, and rehabilitation and guidance. 

Salaries for comparable positions 
were reported by the New York City 
Department of Personnel. and for com- 
parable clerical positions by the Com- 
merce and Industry Association of New 
York. 

As indicated by “Better Times.” the 
Community Council's weekly news sheet. 
“Persons in similar positions, or posi- 
tions requiring similar training, in vol- 
untary health and welfare agencies . . . 
receive widely varying salaries and 
other benefits.” 

Among other findings are that in gen- 
eral voluntary agency salaries are lower 
than those in official agencies but that 
they also have a wider range. that cleri- 
cal salaries in voluntary agencies are 
lower than in commercial firms. 

“Because of the great community in- 
terest.” it is reported that a comparable 
salary survey will be made annually. 
broadening the coverage and refining 
the technics and analyses. Community 
Council of Greater New York. 44 East 
23rd St.. New York 10: $1.00. 


Suggesting a Laboratory Career 


The Bureau of Laboratories of the 
Maryland State Health Department has 
published a two-color folder entitled 
“Students: if you like science how about 
a laboratory career?” It has been dis- 
tributed to health officers in the state 
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to be used to interest high school stu- 
dents in careers in public health. hos- 
pital, or private laboratories. 

In his covering letter C. A. Perry. 
M.D.. director of state laboratories re- 
ports that he has for more than a year 
heen unable to fill two positions in the 
department. respectively for a principal 
chemist and for a junior bacteriologist 
to be trained in cancer cytology. He 
expects it to be increasingly difficult to 
find college graduates at any level for 
medico-public health laboratories. 

A desire to be of service. professional 
standing, a satisfying life work, and 
equal opportunities for men and women 
are among the pluses suggested for a 
laboratory career. sending the 
pamphlet to the Clearing House. Dr. 
Perry gives credit largely to California. 
Perhaps readers will be able to get both 
the Maryland and California leaflets. 


New York State Training Fellowship 
The New York State Health Depart- 


ment is distributing a leaflet describing 
its training fellowship program for “spe- 
cialists in preventive medicine.” For 
physicians who are American citizens. 
were graduated from an approved medi- 
cal school, served internship im an ap- 
proved hospital and are eligible for 
medical license in the state. it sprovides 
two vears of training with guarantee of 


employment upon completion of train 
ing. During a year of approved resi- 
dency in state and ‘or local health de- 
partment and an academic year at a 
school of public health a monthly stipend 
of $500 is provided, along with tuition 
fees and other expenses at the school 
and travel expenses in the residency and 
to and from the school. 

Further information from Director of 
Professional Training. New York State 
Department of Health. 84 Holland Ave.. 
Albany. 


Illinois Public Health Salaries 


The Illinois State Health Department 
is distributing its annual “Average Sala- 
ries of Full-Time Employees of Local 
Health Departments in Illinois” 
side of Chicago). Thirteen oceupa- 
tional groupings are included with Sani- 
tarian IIL appearing for the first time. 

The tabulation (as of July 1. 1957) 
shows average and minimum and maxi- 
mum salaries for 430 workers—271 in 
county and 159 in city health depart- 
Nurses make up 44 per cent 


tout- 


ments. 
of the total. clerks 25 per cent. and 
sanitation personnel 20 per cent. 

The one-page summary is available 
from Dr. Charles F. Sutton. Deputy 
Director, Division of Local Health 
Services. Illinois Department of Public 
Health. Springfield. 
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ASSOCIATION NEWS 


Behavioral Sciences Study Grant 


The Association is undertaking a 
three-year study of public health and 
the behavioral sciences under the gen- 
eral direction of George Rosen, M.D.. 
professor of public health education. 
Columbia University School of Public 
Health and Administrative Medicine. 
The study is made possible by a grant 
from the National Institute of Mental 
Health of $20.125 annually for three 
years. 

Serving the study in an advisory ca- 
pacity will be a Joint Committee on 
Common Ground Between Public Health 
and the Behavioral Sciences. with rep- 
resentatives each of the American An- 
thropological, Psychological. and Socio- 
logical Societies. and the APHA. 

Among the aims of the study are 
learning about the factors involved in 
group behavior and planning the appli- 
cation of such knowledge to improved 
health protection and improvement. For 
example. why do groups reject certain 
advances in health protection, like water 
fluoridation or immunization against 
polio: how can a knowledge of ethnic 
and cultural factors aid in persuading 
people to protect themselves and their 
families against chronic disease? 


Executive Board Meets February 20-21 


The Executive Board of the Associa- 
tion meets in New York City on Febru- 
ary 20 and 21. This will be the first 
meeting of the Board since the new 
Executive Secretary. Berwyn F. Matti- 
son, M.D.. took office. 

At this time the budget for the vear 
will be adopted. committee memberships 
completed, priorities established for ad- 


ditional stafing of the Association to | 


carry out the expanded program made 
possible by W. K. Kellogg and Rocke- 
feller Foundation grants and the Public 
Health Service grant for the behavioral 
sciences study. Further planning for 
agency membership and for developing 
closer relationships with Affiliated Socie- 
ties and Branches is on the agenda. 
There will also be a report of the Pro- 
gram Committee which will have met a 
week earlier on February 13 and 14 to 
begin planning for the 86th Annual 
Meeting in St. Louis. Oct. 27-31. 

The nine members of the Executive 
Board are the President. President-Elect. 
and Treasurer and six members elected 
by the Governing Council. At its or- 
ganizing meeting in Cleveland the Board 
selected John D. Porterfield. M.D.. 
Deputy Surgeon General of the Public 
Health Service. as its chairman for the 
coming vear. 


The Rising Cost of Living 


Just because we were so busy with 
the new cover and new layout of the 
January Journal. we failed to print the 
new prices on the Contents Page. 

The subscription price should read: 
S12 per vear for the United States. else- 
where $13 to cover postage and handling. 
Single copies $1.25 postpaid. 


Food Fallacies Up to Date 


The Committee on Nutrition Informa- 
tion of the Food and Nutrition Section. 
APHA,. recommends the leaflet. “Food 
Facts Versus Food Fallacies.” to the at- 
tention of all who are interested in im- 
proved health. This pamphlet. issued 
recently by the Food and Drug Admin- 
istration. is available from the FDA, 
Washington 25. D.C. 


APHA membership application blank on. page XX\V 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


Mississippi Association Meets 


The 21st annual meeting of the Mis- 
sissippi Public Health Association was 
held in Jackson, December 4-6, 1957. 
Among the chief subjects discussed were 
the new aspects of environmental health 
and mental health as a part of public 
health. As a part of the latter subject. 
Veronica Pennington, M.D., of the State 
Mental Hospital at Whitfield. gave the 
highlights of her four-year study of the 
use of modern drugs with mental pa- 
tients. She had previously summarized 
her findings at the recent International 
Congress on Psychiatry in Switzerland. 

Roy J. Morton, president of the APHA 
and radioactive waste disposal specialist 
at the Oak Ridge National Laboratory. 
spoke on “Some Evolving Opportunities 
in Public Health” and brought greetings 
of the parent Association. Louise 
Holmes. director of nursing of the State 
Health Department. as MPHA’s dele- 
gate. made an enthusiastic report of the 
85th Annual Meeting of APHA in Cleve- 
land in November. “It must have been 
a big success.” according to her audi- 
All told 36 Mississippi specialists 
in various fields were on the Jackson 


ence, 


program. 

J. E. Johnson. director of the State 
Health Department's Division of Sani- 
tary Engineering. succeeded Marie Jor- 


dan. R.N.. nurse, Hinds 


supervisory 


County Health Department, in the presi- 
dency. 
Other officers elected are: 
President-Elect— B. D. Blackwelder, di- 
rector, Forrest County Health Department 
Vice-President— Marie Jordan, R.N. 
Secretary——-H. E. Boone, health program rep 
resentative, State Board of Health 
Treasurer—T. W. Williamson, director of 
finance and accounts, State Board of Health 


Three New State Affiliates Added 


The Governing Council at the 85th 
Annual Meeting accepted three new 
State Affiliates—the Alabama, Kentucky. 
and Maryland Public Health Associa- 
tions, the last-named subject to certain 
provisions still to be met. This brings 
the total to 44 Affiliates in 42 states and 
two regional Branches. 

The Alabama Association has more 
than 500 members, including 86 per 
cent of all the APHA members in the 
state. Its president is George A. Deni- 
son, M.D., health officer of Birmingham- 
Jefferson County. 

The nine-year-old Kentucky Public 
Health Association has about 800 mem- 
bers. Its president is Edgar E. Hume. 
Jr.. of the State Health Department. 

Maryland has a membership of about 
600. President is William W, F. War- 
then, M.D.. health officer of Baltimore 
County. 
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APHA AFFILIATED SOCIETIES AND BRANCHES 


SOCIETY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, George 
V. Truss, P. O. Box 2591, Birmingham 2 

ARIZONA PUBLIC HEALTH ASSOCIATION, Goldie 
Gold, Maricopa County Health Dept., Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION. Mrs 
Vada Russell, State Health Dept. Bldg., Little Kock 

CALIFORNIA, NORTHERN. PUBLIC HEALTH ASSO- 
CIATION, Emanuel H. Pearl, 2220 Moorpark Ave, 


San Jose 28 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Bryon O. Mork, M.D., University of Cali- 
fornia at Los Angeles, Los Angeles 

COLORADO PUBL ic HEALTH ASSOCIATION, Mar- 
garet D. Lewis, 659 Cherokee St.. Denver 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
E. Louise Ratcliff, M.P.H., Griffin Hospital, Derby 

CUBAN PUBLIC HEALTH SOCIETY, Dr Raphael Calvo 
Fonseca, Calle 19 No. S11 Altos Vedado. Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Nathan J 
Schneider, Ph.D... P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Carl Fox, 
33 Pryor St., N.E.. Atlanta 

IDAHO PUBLIC HEALTH ASSOCIATION, Wesley O 
Young. MI P. O. Box 640, Boise 

ILLINOIS. PUBLIC HEALTH ASSOCIATION, William 
J. Hixon, Evanston Health Dept.. Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Hester 
Beth Biand, 1330 W. Michigan St., Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Mary L 
Wombacher, State Dept. of Health, Des Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, Evelyn 
Ford, State Board of Health, State Capitol, Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Mrs 
Rosalie Walters, 620 S. Third St.. Louisville 

LOUISIANA PUBLIC HEALTH ASSOCIATION, Mrs. 
Lucille Sawyer, Shreveport 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Maurice 
J. Mayer, 405 Hollister Bldg., Lansing 

MINNESOTA PUBLIC HEALTH CONFERENCE. D. § 
Fleming. M.D., State Dept. of Health, University 
Campus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, 
Boone, P. O. Box 1700, Jackson 

MISSOURL PUBLIC HEALTH ASSOCIATION, Mrs 
Nadia Craver, Sth Fl., state Office Bide. Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Emma 
Wright, Box 811, Harve 
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NEBRASKA PUBLIC HEALTH ASSOCIATION, Matilda 
a M.D., Omaha-Douglas County Health Dept., 


MEXICO PUBLIC ASSOCIATION, 
Robert Howell, 305 Terrace Ave., ., Albuquerque 
NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Joseph Kadish, 164 W. 174th St 


NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mary C ne Ay ig? — of Health, 333 E. Washing- 
ton St., Syracu: 

NORTH CAROLINA Pt BLIC HEALTH 
R. W. Brown, Bucombe County Health Dep Asheville 

HEALTH 1IATION, 


DAKOTA PUBLIC 
Jea Norton, R.N., Box 133, Bismarck 

ono, PU BLIC HEALTH ASSOCIATION, Virginia Jones, 
Ohio Dept. of Health, Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Mar- 
jorie Butler, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, T. M. 
Colasuonno, M.D., State Board of Health, Port 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Robert H. Conn, 303 N. Second St., Harrisbur; 

PUERTO RICO TH CIATION, 
Margarita Martinez. Apar n Jua 

SOUTH CAROLINA PU HE ALTH 
Laura M. DeMarse, State Health Dept., Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Louis E. Remily, State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N.. Nashville 

TEXAS “7 BLIC HEALTH ASSOCIATION, Wayne H. 
Garrett, City Hall. Fort Worth 

UTAH PUBLIC HEALTH ASSOCIATION, Mrs. Vi 
— City Health Dept., 115 S. State St., Salt 

VIRGINIA PUBLIC HEALTH ASSOCIATION, William 
4 Dorsey, P. O. Box 2088. Richmond 

WASHINGTON STATE PUBLIC HEALTH ASSOCTA- 
TION, Kathleen ~ man R.N., State Dept. of Health, 
Smith Tower, Sea 

WEST VIRGINIA PUBL IC HEALTH ASSOCIATION, 
Paul B. Shanks, State Health Dept., Charleston 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 


Paul Weis, 1 W. Wilson St... Madison 

SOUTHERN BRANCH. A-P.H.A.. Mary Irene Cummins, 
Box 323, Harriman, Tern 

WESTERN BRANCH, A PHA. Mrs. L. Amy Darter, 
State Dept. of Health, 2151 Berkeley Way, Berkeley, 
Calif 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and tor 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 
additional 10 words or fraction thereof. 


Association who desire to utilize the Positions Wanted portion of these pages. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 
There is no charge to members or Fellows of the 


Closing date 


for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Physician for large county health depart- 
ment. Salary $713-$786 a month. Excellent 
opportunity for broad public health experi- 
ence in progressive agency. Permanent civil! 
service position with sick leave, vacation, and 
retirement benefits. Write County Civil Serv- 
ice, 403 Civie Center, San Diego, Calif. 


Chief, Division of Food and Sanitation 

in health department of progressive Mid- 
west city of 60,000. Responsible for slaughter- 
house regulation, meat and milk inspection, 
and environmental sanitation. D.V.M. degree 
and public health experience required. Salary 
range $6,696-$7,896. Retirement plan and 
Social Security, and liberal hospitalization, 
sick leave, and vacation benefits. Write E. F. 
Bertolaet, M.D., Director of Health, City Hall. 
Kenosha, Wis. 


Tuberculosis Control Officer District 
of Columbia Department of Public Health. 
Qualifications: Licensed physician, experience 
in field of tuberculosis control. Public health 
degree desirable but not mandatory. Salary 
GS-14, $11,395. Federal government leave 
and retirement privileges. Position immedi- 
ately available. Apply Director of Public 
Health, District of Columbia, Municipal Cen- 
ter, Washington 


Public Health Dentist Outstanding op- 
portunity to become associated with one of 
the nation’s leading public health dental pro- 
grams. The Philadelphia Department of Pub- 
lic Health is now accepting applications for 
the position of Public Health Dentist I until 
March 10, 1958. Duties include assisting di- 
rector of the Division of Dental Health in the 
development, planning, and administration of 
a city-wide dental health program emphasizing 
the care and treatment of children’s teeth. 
Salary is open to qualified persons. Please 
indicate minimum salary desired in replies. 
Liberal health and welfare benefits. Require- 
ments: Graduation from an accredited school 
of dentistry, including completion of courses in 
pedodontia and an M.P.H., and two vears of 
experience in dentistry, one year of which 


shall have included experience in a super- 
vised public health dental program. Addi 
tional information and an application form 
may be obtained by contacting J. M. Wisan. 
D.D.S.. Director, Division of Dental Health. 
Philadelphia Department of Public Health, 
527 City Hall Annex, Philadelphia 7, Pa. 


University of British Columbia. Vancouver 
8& B. C.. Canada, requires a full-time Staff 
Member in Preventive Medicine in the 
Faculty of Medicine. Applicants should be 
graduates in medicine with interest in epi 
demiological investigation, Salary and aca 
demic rank commensurate with training and 
experience. Address inquiries to Dr. James 


M. Mather, Professor of Public Health. 


Public Health Physician for established 
city health department with staff of 23. To 
direct and supervise all activities of the public 
health department and perform related work 
required. M.D.. M.P.H.. and three years of 
experience in public health required. Eligible 
for a license in Wisconsin. Civil service 
status, 40-hour week, vacation, sick leave, 
medical and hospitalization insurance, social 
security and pension plan. Salary range 
$10,200 $12,000. Apply Robert Baker. Man- 
ager, City Hall, Kenosha. Wis. 


Public Health Physician (District 
Health Officer) Mate of Wisconsin. Two 
positions. One position includes 11 counties 
in north central part of state, headquarters 
Rhinelander. Second position includes eight 
counties in area bordering Lake Michigan. 
north of Milwaukee, headquarters Fond du 
Lac. Act as medical administrator of district 
office; district epidemiologist; plan, organize. 
supervise work of district office personnel con- 
sisting of public health engineer, public health 
nurse, sanitarians, nutritionist, dental hygien- 
ist. M.P.H. degree plus three years’ experi- 
ence in public health administration; eligi 
bility for license in) Wisconsin. Salary 
$11.592 $14.412 per year. plus travel allow- 
ance. Civil service. vacation. sick leave. Social 
Security. retirement benefits. Write Carl N. 


A.J.P.H. 


Neupert, M.D., State Health Officer, 400 State 
Office Bldg... Madison 2, Wis. 


Health Commissioner —City of 62,000. 
To direct and supervise all activities of the 
public health department and perform re- 
lated work required. Graduation from recog 
nized medical school; completion of approved 
internship and one year medical practice; and 
either one year public health training in ap- 
proved public health school or three years’ 
experience in public health administration 
required. Extensive knowledge of — theory. 
principles, and practices of general and pre- 
ventive medicine, public health and adminis- 
tration preferred. Civil service status, 40- 
hour week, vacation, sick leave, medical and 
hospitalization insurance for the entire family. 
retirement plan. Salary range $10,680 311.880 
plus $65 per month car allowance. Apply 
Civil Service Commission, 7525 W. Greenfield 


Ave.. West Allis 14, Wis. 
Public Health Officers 1, I, HL 1: Two 


years’ experience as a physician, preferably 
in public health, and M.P.H. Salary $926. 
Il: Three years’ experience as a public health 
physician, of which one year must have been 
in an administrative capacity and M.P.H. 
Salary $966. III: Six year-" experience as a 
public health physician, of which three years 
shall have been in an administrative capacity. 
M.P.H.. and eligibility for certification by the 
American Board of Preventive Medicine and 
Public Health. Salary $1,066. Mental Hy- 
giene Nursing Consultant— Five years’ ex- 
perience as a nurse, of which three years 
must have been as a public health nurse 
involving one year of teaching or supervisory 
responsibility; graduation from nursing school 
and college; completion of college program 
in public health nursing and advanced mental 
health nursing program. Salary at any in- 
terval within range of $434 and $496. Contact 
the following for applications and further in- 
formation: Mr. Norman Sharpless, Department 
of Civil Service, 825 Mililani St... Honolulu 
13. Hawaii. 


Health Commissioner The City of Ro- 
anoke, Va., has available a position as health 
commissioner. Salary range $8,820 $12,360 
per vear. Position carries pension plan. sick 
leave accumulative up to 90 days, and vaca- 
tion accumulative up to 30 days. Retirement 
age 65.  Forty-hour work week, excellent 
working conditions. Application to he made 
to Mr. A. S. Owens, City Manager. setting 
forth college training and experience in pub- 
lie health work. 


Medical Officer Pan American Sanitary 
Bureau, Regional Office of the World Health 
Organization, is seeking the services of a 
medical officer for a permanent appointment 
at its headquarters in Washington, D. C. The 
requirements for this post include a degree of 
doctor of medicine from a recognized medical 
school and a degree in public health; experi- 
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diseases control or 


communicable 
eradication; fluency in English, Spanish, or 
Portuguese, with a working knowledge of one 


ence in 


of the others. Attractive salary and allow- 
ances. For further details, write to Person- 
nel Officer, PASB WHO, 1501 New Hamp- 
shire Ave... N.W.. Washington 6, D. C. 


Public Health Physician—with intere-t 
and experience in mental health to be direc- 
tor of Bureau of Mental Health. Beginning 
salary up to $12,000. Please apply to Dr. 
Wilson T. Sowder, State Health Officer, Florida 
State Board of Health. P. O. Box 210, Jack- 


sonville, Fla. 


Medical Health Officer for established 
rural county health department in central 
Illinois. Good personnel policies with vaca- 
tion and retirement. Salary range $9,600 
$12,000 for physician with public health train- 
ing and experience. Contact W. T. Douglas. 
M.D... Hillsbero, Hl. 


Occupational Health Physician (Pub- 
lic Health Physician 1, $10,954—$13,979) 

Assists director of Industrial Hygiene Divi- 
sion in organizing and administering a state- 
wide occupational health program. Require- 
ments: Certification or eligibility by the Ameri- 
can Board of Preventive or Occupational 
Medicine. For applications or further in- 
formation, please write Mr. Andrew L. Me- 
Cabe. Personnel Director, Pennsylvania De- 
partment of Health. P. O. Box 90, Harrisburg, 
Pa. 


Public Health Nurse -Position available 
in Miami with State Service for Crippled Chil- 
dren. Public health nursing preparation re- 
quired. Orthopedic and or pediatric nursing 
desired, but not required. Monthly salary 
range $360-$460. Annual salary increases. 
40-hour week, liberal vacation and sick leave. 
Generous travel allowance. Covered by State 
retirement and Social Security. Apply to 
William R. Stinger. VLD.. Florida Crippled 
Children’s Commission, P. O. Box 1028, Tal- 
lahassee, Fla. 


Supervising Nurse — for a generalized pub- 
lic health nursing program in a large health 
department which serves a population of over 
300,000. Salary $4,557 -$5.490. Other bene- 
fits include retirement plan. Social Security, 
insurance, paid vacation, and = sick leave. 
Transportation furnished. Apply to Gertrude 
M. Hoogewind, Director of Nurses. Health 
303 Tonia. N.W.. Grand Rapids. 

ich. 


Supervisor Visiting Nurse Association, 
southeast central Pennsylvania. Town and 
rural service population serving approximately 
150,000. Physical therapy at headquarters 
and in the field. 
physical therapists. 
service with some industry and 
Education fer parenthood 


Thirteen staff nurses, two 
Generalized public health 
nursery 
classes 


schools. 
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and clinic for crippled children. Area highly 
industrialized and agricultural. Fifty miles 
from Baltimore, 90 miles from Philadelphia 
and Washington. Good personnel policies. 
Liberal salary dependent on qualifications. 
Write Director, V.N.A., 218 E. Market St., 
York, Pa 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320- 
$5,400 per year, plus liberal travel allowance. 
Write to J. H. White, M.D., Director, Weld 
County Health Department, P. O. Box 521, 


Greeley, Colo. 


Health Nurse—Salary range $391 
37%-hour week. Car eight cents a 
my First increase one year. Must be 
eligible for California P.H.N. certificate. 
Agency located in upper Sacramento Valley 
near foothills of Sierra Nevada Mountains. 
Write G. L. Faber, M.D., M.P.H.. Director. 
Butte County Health Department, P. O. Box 
1100, Chico, Calif. 


Public Health Nurse— Opening for Pub- 
lic Health Nurse II. B.S. degree plus one 
year experience in established health depart- 
ment. Salary range $360 per month to $450 
per month, plus liberal travel allowance. 
Nurses without experience and with degrees 
and public health training can qualify as Pub- 
lic Health Nurse II after one year employ- 
ment. Write to J. H. White. M.D., Director, 
Weld County Health Department, P. O. Box 
221, Greeley, Colo. 


Public Health Nurse V_ (District) 
Skilled professional work in the public health 
nursing field, including consultative duties 
and direct services in several counties in Kan- 
sas. Salary range $395-$505 per month, plus 
reimbursement for traveling expenses. Start- 
ing salary $436 per month. Must be eligible 
for registration in Kansas. Baccalaureate de- 
gree, completion of one-year program of study 
in public health nursing and five years of 
nursing experience required. Write Miss 
Roberta Foote, Director of Public Health 
Nursing, State Board of Health, Fifth Floor, 
State Office Bldg.. Topeka, Kans. 


Public Health Nurses in Health Depart- 
ment Program— Monthly salary range for 
nurses with public health training $403.43 


$450.45. Nurses without public health train- 
ing may qualify while on the job; salary 
$357.18- $389.44. Transportation furnished. 
uniform allowance, liberal vacation, illness and 
pension benefits. Write to Miss Gertrude 
Mulaney, K.N., Superintendent of Nurses, 
Milwaukee Health Department, Milwaukee 2, 
Wis. 


Director of Public Health Nursing 
for bicounty health department carrying gen- 
eralized nursing program in semirural area. 
Staff of eight nurses: salary range $439. $519, 


beginning step depending on education and 
experience, one-step increase at six months. 
Qualifications as set by State Department of 
Public Health. Apply L. S. McLean, M.D.., 
M.P.H., Health Officer, Humboldt-Del Norte 
County Department of Public Health, P. 
Box 87, Eureka, Calif. 


Nutritionist—Develop and conduct pro- 
gram on a state-wide basis for food service 
personnel in nursing homes. Bachelor's de- 
gree and considerable experience in dietetics. 
Clinical Nursing Consultant—to work with 
nursing service personnel on same program. 
B.S. in nursing and considerable responsible 
experience im hospital nursing required. Salary 
for each $360-$460 per month plus mileage 
and per diem, annual and sick leave, Social 
Security, retirement, other fringe benefits. 
Further information and application form may 
be obtained from Personnel Officer, State 
Health Department, State Office Bldg., Mont- 
gomery, Ala. 


Statistician—-West Virginia State  De- 
partment of Health, Division of Maternal and 
Child Health. Qualifications require: (1) 
graduation from an accredited college or uni- 
versity; (2) minimum of one year of post- 
graduate study in a recognized school of pub- 
lic health with a major in_ biostatistics. 
Substitution for (2): major in statistics in 
undergraduate training with at least three 
years of statistical experience in a_ public 
health or medical setting. Salary range 
$4,800- $6,000. Position under merit system. 
Social Security and liberal vacation and sick 
leave. Write to N. H. Dyer, M.D., Director. 
West Virginia State Department of Health. 
Charleston 5, W. Va. 


Public Health Nursing Educational Di- 
rector-Supervisor Challenging, rewarding 
opportunity. Expanding agency in university 
city. Liberal benefits and policies. NDLN ap- 
proved P.H.N. degree. Good salarv. Visiting 
Nurse Association, 424 W. Jefferson 
Louisville 2, Ky. 


Public Health Nursing Positions—— Avail- 
able in Health Department with the city of 
Flint, a rapidly growing city of 180,000 popu- 
lation. Beginning, intermediate, and admin- 
istrative positions are available. Five-day. 
W-hour week, with liberal retirement, vaca- 
tion, and sick leave policies. Car furnished. 
Beginning salary rates: $3,952, $4,329, or 
$4.654, depending on experience and qualifi- 
cations. Automatic increases and longevity 
rates for length of service. Apply Flint Civil 
Service Commission, City Hall, Flint, Mich. 


Public Health Nurses— Livingston County. 
Mich., has need for two nurses with some 
training in public health to carry on a gen- 
eralized public health nursing program in the 
county. Starting salary is $4,000 per year with 
travel. Personnel policies provide for vaca- 
tion, sick leave, and Social Security. Write 
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Dr. A. B. Mitchell, Director, Shiawassee-Liv- 
ingston District Health Department, Howell, 
Mich. 


Public Health Nurses (salaries $335 
$455) and Graduate Nurses ($275-$395) for 
generalized public health nursing in New 
Mexico Department of Public Health. Op. 
portunities for advancement, retirement plan, 
and other fringe benefits. Write Merit Sys- 


tem Supervisor, Box 939, Santa Fe, N. M. 


Public Health Nursing Positions— Must 
he licensed or eligible for license in New York 
state; public ‘health nursing preparation re- 
quired; city health department generalized 
program: 35-hour week, vacation, sick leave, 
and retirement policies; present salary range 
$4,360 $5,580 plus longevity increments of $250 
at the end of 10, 15, and 20 years of service. 
Write Chester A. Hicks, M.D. Director of 
Public Health, New Rochelle, N.Y. 


Public Health Nurses Beginning salary 
$4.40. Graduate Nurses —Beginning salary 
$4,020. Five-day work week from 8:30 a.m. 
to 4:30 p.m. Four weeks’ vacation, 11 holi- 
days, 12 days’ sick leave annually. Pension 
plan. Generalized public health nursing 
agency founded by Lillian D. Wald. Ongoing 
inservice education program. Four universi- 
ties offer opportunities for study at all levels. 
Some scholarship assistance available. For 
information, write or call Personnel Office, 
Visiting Nurse Service of New York, 107 East 
70th St.. New York 21, N. Y. Telephone 
Lehigh 5-1100. 


Public Health Nurse— The City of Santa 
Barbara invites applications. Salary $358 
$436. Generalized program in beautiful city, 
mild climate, desirable living. Qualified per- 
son may begin above basic salary. Write 
Helen Hart, M.D., Health Department. 2 de 
la Guerra Plaza, Santa Barbara, Calif... or 
phone Woodland 6-7171, ext. 40. 


City of St. Louis, Missouri, has openings 
under the following classifications: 

Bacteriologist II] —$6,770-$8,227 per vear. 

Laboratory Technician $3,257 $3.959 


per year. 
Medical Worker $4,157. $5,053 
Occupational Therapist $3,959. $4,812 


per year. 
per year. 

Physician 1—$6,770-$8,227 per year. 

Public Health Narse -$3.771-$4,583 
per year. 

Applicants must be United States citizens. 
Write to the Department of Personnel, City 
of St. Louis, Room 235, Municipal Courts 
Bldg., 14th and Market, St. Louis 3, Mo. 


Public Health Nursing Position— in 
County Health Department serving rural- 
suburban population 90,000. Generalized 
service including school, bedside care. Field 
training center. Agency in college commu- 


Social 
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nity near Cleveland. Salary range $4,140 
$5.040. Public health nursing preparation 
required. Please write Miss Nancy MeMur- 
ray, Nursing Director, Lorain County Health 
Department, Oberlin, Ohio. 


Public Health Nursing Consultant 
newly created position in expanding State 
Health Department. Responsibilities: pre- 
ventive medicine and communicable disease 
control, Progressive personnel policies: lease 
car if desired. Social Security plus state re- 
tirement. Salary dependent upon qualifica- 
tions. Write Miss Marian Chladek, Director. 
Division of Public Health Nursing, Wyoming 
Department of Public Health, State Office 
Bldg., Cheyenne, Wyo. 


Open to citizens of the United States who 
possess the minimum qualifications: 
Medical Social Work Advisor (Female! 
$5,096 $6,136. 
Medical Social Worker 
$4,472-$5,356. 
$4.264 $5,096. 
(Female) — $3,900 


(Female) 


Dietitian I (Female) 
Nurse Anesthetist 
$4,680. 
Medical Technologist 1I—$3.588- $4,264. 
Write Personnel Director, Municipal Build- 
ing, Hartford, Conn. 


Medical Social Worker—San Francisco 
Public Health Department, Crippled Chil- 
dren’s Program. Permanent civil service posi- 
tion. Entrance salary $400, maximum $480. 
Vacation and sick leave with pav. Medical 
care and retirement programs. Write to the 
Personnel Officer, 101 Grove St., San Francisco 
2. Calif. 


Opening available for Medical Social 
Worker to establish and have charge of 
Social Service Department in modern 150-bed 
general hospital serving a medical population 
of 50,000. Salary commensurate with training 
and experience. Liberal personnel policies. 
Apply to Norman R. Brown, Administrator, 
Concerd Hospital, Concord, N. H. 


Chief Psychiatric Social Worker—for 
Alabama’s Commission on Alcoholism first 
outpatient clinic (Birmingham). Close tie-in 
with Medical College Department of Pesv- 
chiatry. Person filling this job will have ex- 
cellent opportunity for promotion as program 
expands. Retirement program and _ Social 
Security benefits. Salary open. Write to 
A.C.A., 8 No. Union St., Montgomery, Ala. 


Public Health Nutritionist—Develop and 
conduct program in multiple county area in- 
cluding consultation to local health depart- 
ments, teachers, nursing homes, children’s in- 
stitutions; general nutrition education program 
and community studies; training programs. 
Salary range $4,896-$5.976; travel reimbursed. 
Master’s degree: hospital and/or community 
nutrition experience; valid driver's license. 
Sick leave, vacation, retirement pension plan. 
Apply to Dr. Roland R. Cross, Director, De- 
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partment of Public Health, State Office Bldg, 
Springfield, Ii. 


Health Educator — for County Health De- 
partment in Michigan. Newly created posi- 
tion. Salary $5,000-$6,000. Degree in health 
education required. Write Box HE-87, Em- 
ployment Service, APHA. 


Director, Division of Nutrition (Nu- 
tritionist IIT) —$7,055 $9,011. Plans, or- 
ganizes, and administers a state-wide program 
of public health nutrition. Master's degree 
and five years’ experience as a nutritionist in 
a health, welfare, or social agency, including 
at least one year in a supervisory or adminis- 
trative capacity. Assistant Director, Divi- 
sion of Nutrition (Nutritionist I1)— $6,090 
$7,772. Assists the director in developing and 
administering a comprehensive program of 
public health nutrition. Master's degree and 
four years’ experience as a Nutritionist in a 
health, welfare or social agency. Regional 
Nutritionist (Nutritionist 1) $5,268 $6,716. 
Serves as regional nutritionist in a generalized 
public health program. Master's degree and 
two years’ experience as a nutritionist, dieti- 
tian, or teacher of foods and nutrition. For 
applications or further information please 
write to Mr. Andrew L. MeCabe, Personnel 
Director, Pennsylvania Department of Health. 
P. O. Box 90. Harrisburg, Pa. Applications 
should be mailed not later than February 21. 
1958. 


Public Health Nutritionist Develop and 
conduct program in district area, including 
consultation to nurses, teachers, social workers, 
small hospitals, nursing homes, children’s in- 
stitutions; training programs; community 
studies and general nutrition education. 
Master's degree, internship, two years’ hospital 
and community nutrition experience. $5,712 
$6,852 plus travel expense. Vacation, sick 
leave, Social Security, retirement. Dr. Amy 
L. Hunter, State Board of Health. Madison, 
Wis. 


Sanitarian 7» initiate and execute a 
program of public health <anitation and edu- 
cation in Park Forest, rapidly growing, non- 
political, model suburb of Chicago. Bachelor's 


degree and graduate level training or equiva- 
lent experience. Salary range $5,700- $6,900. 
Apply John L. Scott, Village Manager, Village 
Hall, Park Forest, Il. 


Public Health Sanitarians— Salary range 
$5,296 $5,656 annually. Work in County 
Health Department, 17 miles from downtown 
Detroit. One-day vacation and sick leave 
earned per month, liberal retirement benefits. 
Age not over 50. Training: B.S. in sanitary 
science or civil engineering with sanitary op 
tion; or B.S. degree in allied science plus one 
year experience. Apply: Morton Hilbert, 
Chief Engineer, Wayne County Health De 
partment, Eloise, Mich. 


MICROBIOLOGIST-SEROLOGIST 


Position open in a midwest bivanaly- 
tical laboratory in the process of ex 
Salary starts at $7,500 per 
year with yearly increments of $500 to 


pansion. 


follow for three years; subsequent in- 
creases by bonus arrangement. 


Send snapshot and complete resume. 


Position open for Ph.D. or equivalent. 
. 


Write care of 


Box Number L-58 
Employment Service 
Public Health 
1790 Broadway 
New York 19. 


American Association 


POSITIONS WANTED 


On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Microbiologist-Pathologist-—— M.D. (1928), 
Ph.D. (microbiology) ; formerly teaching mid- 
western medical school; experience, with 
WHO; teaching at present in Indian univer- 
sity. Extensive research work in United 
States and Far East. Seventy-one publica- 
tions; textbook in preparation. Desires posi- 
tion as associate or professor of microbiology 


or pathology. Write Box PH-77, Employ- 
ment Service, APHA. 


Dr.P.H.—-seeks responsible position in 
health programming or as research coordina- 
tor. Offers excellent academic training and 
is experienced with voluntary and official 
health agencies. Background includes teach- 
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ing experience in anatomy, biostatistics, epi- 
demiology, and hospital administration. Write 
Box C-34, Employment Service, APHA. 


Biostatistician, Ph.D. seeks university 
research affiliation; broad range of experi- 
ence and publications; development of mean- 
ingful statistical systems and designs for 
clinical evaluation; background of applica- 
tion in psychiatry, epidemiology, psychophar- 
macology, chemotherapy in’ tuberculosis, and 
general medicine. Write Box ST-15. Em. 
ployment Servicer, APHA, 


Bacteriologist (with Virological Experi- 
ence) Ph.D., M.P.H., returning from foreign 
assignment January, 1958, desires opportunity 
in public health or medical laboratory, uni- 
versity, or research. Extensive experience in 
public health laboratory administration; or- 
ganization and implementation of laboratory 


Commercial 
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approval and training programs in the United 
States and foreign countries; research; pub- 
lications. Write Box L-57, Employment 
Service, APHA. 


Research and Teaching Desire research 
position with opportunity to utilize case study 
as a method of research for studying families 
with exceptional, mentally retarded, or men- 
tally ill children or other family members. 
Near Ph.D. in sociology; M.P.H. and M.A. 
Twelve years’ research and analytical experi- 
ence in combined health, social science, and 
maternal and child health areas: one year 
teaching experience in demography. Publi- 
cations. On research scholarship in area of 
mental retardation. Prefer university position, 
but will consider other agencies. Will relo- 
cate. Available July 1, 1958. Single. woman. 
Write Box M-18,) Employment Service. 
APHA 


Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, 


OPPORTUNITIES AVAILABLE 


(a) Director, county department of health: 
progressive agency; own modern building: 
staff of 100; Midwest; $15,000 $16,000. ‘bi 
Psychiatrist to head mental health program: 
duties entirely administrative with clinical 
consultations; outside U.S.; $20,000. fc) 
Epidemiologist; preventive medicine staff, 
foreign operations leading industrial company : 
$14,000, plus $4,000 family maintenance; fed- 
eral tax free. Professer or associate 
professor of public health administration and 
chairman of school of public health, university 
under American auspices; foreign country: 
department covers public health, administra- 
tive medicine, tropical health: students from 
17 different countries; all teaching in English: 
travel provided for appointee and family. (e) 
Health division director; council comprised of 
143 agencies and organizations and 275 indi- 
viduals at large: graduate degree with spe- 
cial courses in community organization, public 
health administration and education required: 
supervisory experience in field or public health 
required; $6,480 $8.100. Professor and 
director of division of public health engineer 
ing and, also, associate or assistant professor: 
American type school of public health; uni- 
versity under American auspices, foreign coun- 
try. (g) Sanitarian: degree in sanitary sci- 
ences, public health or engineering, three 


years’ experience required; foreign  opera- 
tions, major industrial company; $10,000 
$12,000. th} Supervisor of sanitary inspec- 
tion; state health department. Midwest. (i) 
Health educator to direct city-wide health 
education program; university city, Midwest: 
$5,700. $6,500. PROFESSIONAL NURSES 
FOR FOLLOWING: (j) Head of public 
health nursing program; university under 
American auspices, foreign country; students 
from 13 countries; all instructions in English. 
tk) Assistant chief director of nurses quali- 
fied serve as consultant; state health depart- 
ment; $7,500. (1) Director, public health 
nursing: county health department: master’s. 
3+ years’ experience, part of which in super- 
Visery capacity desirable, California: $450 
$550. Public health mental health in- 
structor: $5,500, for 10-month vear; university 
college of nursing, East. (n) Instructor to 
direct native students; Pacific Island military 
base. (o) Director, nursing school and serv- 
ice, university hospital operated under Ameri- 
can auspices, foreign country: department 
covers public health: students from 17 coun- 
tries; all teaching in English. (p) Nurses 
for university medical school research program 
in pediatrics; challenging opportunities: West. 
(q) Instructor-supervisor in) maternity nurs- 
ing: foreign; $7,000. 


OPPORTUNITIES WANTED 


WANTED Opportunities for public health 
physicians, nurses, health educators, engineers, 
laboratory personnel. Candidates in all parts 
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of the country, available for administrative. 
academic, and staff appointments. Negotia- 
tions strictly confidential. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. 


Community Chest: A Case Study in 
Philanthropy—By J. R. Seeley, et 
al. Toronto, Canada: University of 
Toronto Press, 1957. 593 pp. Price. 

7.50. 

The idea of giving alms to those in 
need has existed for thousands of years. 
but the organization of charity into the 
formal pattern of campaign on a com- 
munity-wide basis developed on_ this 
continent around the turn of the century. 
Today, a very large part. perhaps even 
the major portion, of philanthropic ac- 
tivity takes the form of highly organized 
campaigns and agencies to collect money. 
Yet, this important social phenomenon 
has received hardly any serious scien- 
tific attention. This study by Seeley 
and his colleagues is, therefore, all the 
more welcome as it is the first large- 
scale research endeavor to subject mass 
fund-raising to critical examination. and 
thus makes an important contribution to 
a field where heat rather than light has 
been the dominant characteristic. 

Initially, the study was undertaken 
to determine why the Indianapolis Com- 
munity Chest over a period of years had 
“failed” to meet its goals. In the proc- 
ess it became necessary to examine not 
only local problems, but in the largest 
sense to anatomize voluntary giving as a 
social institution of the American com- 
munity. The methods employed were 
“those of the social anthropologist. those 
of the economic analyst, and those of 
the observing citizen or participant ob- 
server.” Furthermore, the historical 
approach was required to give depth to 
the uniquely local aspects of the study, 
as well as to locate it comparatively in 
the national area. 

Broadly speaking, the study had two 
major objectives: (1) to examine the 
goals set for the Chest and by which 
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its failure was defined, as well as the 
strategy of the campaign to achieve 
these goals: and (2) to obtain additions 
to knowledge that would be useful for 
both social theory and_ philanthropic 
practice. Moreover, the investigators 


had the courage to take nothing for 
granted, neither the act of giving nor 
the means by which money was solicited 


or even demanded. “The latent issues 
are of many kinds,” they state, “but the 
principal ones, and those most charged 
emotionally, revolve around several dis- 
tinct questions. One of these—perhaps 
the most fundamental—is whether the 
Chest ought fundamentally to conceive 
of itself in relation to the community as 
an occupying army, levying what it 
needs while provoking as little rebellion 
as possible. or whether it ought to con- 
ceive itself more on the model of an in- 
strumentality of local desire, registering 
rather than manipulating public opinion. 
expressing local forces rather than mold- 
ing them.” 

In this spirit the investigators have 
made a number of important contribu- 
tions, i.e., in method and in the analysis 
of difficult problems. For example, since 
there was no established way of assess- 
ing the potential of a Chest area. one 
was devised, based on the finding that 
five factors—(1) region, (2) popula- 
tion size, (3) productivity, (4) popula- 
tion composition, and (5) tendency to 
save—accounted for 74 per cent of the 
“opportunity” for any chest. It thus 
became possible to measure expected 
performance, actual performance, and 
the difference between these. Similarly, 
the issue of unified fund raising—a “hot 
potato,” to judge by recent discussions 
in the Journal—is handled in an objec- 
tive, balanced, discriminating manner. 
Pertinent questions are raised to show 
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the complexity of the problem and the 
point is made that not enough valid evi- 
dence is actually available to decide for 
or against United Funds. In general. 
the discussion is on the level of analysis 
of strategy in community organization. 

Seeley and his co-workers have pro- 
duced a pioneering work which will be 
of interest to anyone concerned with 
community work— health officers, vol- 
untary agency workers, welfare work- 
ers. and many others. It is well written 
and offers a large number of hypotheses 
for more research on the intricate prob- 
lems of philanthropy. 

Grorce Roses 


Biochemical Disorders in Human 
Disease—By R. H. 5. Thompson and 
E. J. King. New York: Academic 

1957. 843 


Press (111 Fifth Ave.). 

pp. Price, $12.60. 

This volume. authored by two  pro- 
fessors of chemical pathology at the Uni- 
versity of London, explores our knowl- 
edge of the processes underlying disease 
and goes into the complex realms of 


abnormalities resulting from disorder of 
the enzyme-catalyzed reactions occurring 
within the cells. As the authors point 
out. “For many diseases pathology is 
now passing from the stage of morbid 
histology to that of morbid biochemis- 
try. Until recently. only a few diseases 
were interpretable in terms of disordered 
biochemistry. Now the rapid strides 
that biochemical techniques and theory 
have made have greatly extended this 
approach to pathology.” 

The average reader will be surprised 
in how many disease states changes can 
now be interpreted through biochemis- 
try. The authors are mostly British and 
appear to be very competent in their 
fields. 

The volume will be most frequently 
of interest to physicians in the field 
of internal medicine. It should prove 
also of interest to those involved in re- 
search who will be grateful to the 
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authors for their comprehensive treat- 
ment of many interrelated subjects. 
M. ATWATER 


Teaching Nutrition—By Mattie Pat- 
tison: Helen Barbour: and Ercel 
Eppright. Ames, Iowa: Iowa State 
College Press (Press Building}, 1957. 
212 pp. Price. $3.95. 

Written in the language of education 
specialists, this book is considered by 
the authors as a “handbook for teach- 
ing.” The volume points up the defi- 
ciencies of some nutrition education 
approaches and the importance of rec- 
ognizing the cultural and social influ- 
ences upon food habits. 

Approximately one-third of the text 
is devoted to a chapter entitled, “Gen- 
eralizations and Facts.” a series of 
statements, not documented, about the 
relation of nutrition to health. These 
statements are clearly worded and would 
be of great value to writers of popular 
magazine or newspaper articles. 

The authors believe the method of 
teaching generalizations. based on facts. 
may be employed in nutrition education 
programs for people of all ages and in- 
terest levels. They recognize, however. 
that “people of high intelligence” are 
best able to generalize. while the “ma- 
jority of people must develop the abil- 
ity.” In view of this opinion one ques- 
tions the emphasis on a technic requiring 
some degree of skill. plus a knowledge 
of nutrition, but only brief references 
to and discussion of other educational 
methods. 

The book will be of interest to college 
instructors who can guide their students 
in evaluating both nutrition information 
and the effectiveness of several educa- 
tional methods. Teachers and health 
workers will need either some training 
in nutrition or assistance from an ex- 
perienced nutritionist to make full use 
of this material. 

The appendix includes an excellent 
list of references which will be of value 


: 
ear ia 
at 
2 
; 
vee 
259 


to those with access to a good college 
or medical library. There is also a 
glossary of words and technical terms 
frequently used in nutrition; a descrip- 
tion of one method of scoring a dietary 
survey: and a brief section on the care. 
feeding. and characteristics of rats. 
Bosry 


- Clinical Toxicology of Commer- 
cial Products. Acute poisoning 
(Home and Farm)—By Marion N. 
Gleason; Robert E. Gosselin: and 
Harold C. Hedge. Baltimore, Md.: 
Williams and Wilkins (Mt. Royal 
and Guilford Aves.). 1957. 1160 pp. 
Price $16.00. 

This work is a reference volume of 
detailed information concerning acute 
poisonings by chemicals that are present 
frequently in homes and farms. It is 


designed to provide the practicing physi- 
cian with relevant information concern- 
composition, — the 


ing the chemical 
physiologic actioy of the ingredients. 
and therapeutic measures (both general 
and specific) for materials that are 
packaged with or without adequate 
labels. The book is divided into seven 
sections (General Emergency Treatment. 
Ingredients Index, Therapeutic Index. 
Supportive Treatment, Trade Name In- 
dex, General Formulations, and Manu- 
facturers’ Names and Addresses) which 
by their divisions and the unique in- 
structions for use make it possible for 


the physician to find information con-_ 


cerning immediate treatment and long- 
range medical management of emergency 
cases, even though he may be completely 
unfamiliar with the name or ingredients 
of the material that caused an intoxica- 
tion. 

Although this volume is considered 
to be a reference manual, the sections 
on First Aid and Emergency Treatment 
and Supportive Treatment merit com- 
plete and intense review because of their 
general nature and broad scope of ap- 
plication. The section entitled. Thera- 


peutic Index, is a brief but excellent 
course in the toxicology of some of the 
more important materials in this field. 
The advent of this work is long over- 
due; it should be in every hospital 
emergency room, in all poison control 
centers, and available to every physician 
who has occasion to see any cases of 
acute poisoning anywhere. 
FRANK PRINCI 


Alcoholism, Basic Aspects and 
Treatment—By Harold E. Himwich. 
Washington, D. C.: American Associ- 
ation for the Advancement of Science 
(1515 Massachusetts N.W.). 
1957. 220 pp. Price, $5.75: $5.4") 
to AAAS members. 

This is a valuable book for the rec- 
ord, and for those who are serious stu- 
dents of alcoholism. Its title is some- 
what misleading. however, for it by no 
means covers the whole complex and 
fascinating field of alcoholism as it is 
being approached today on many dif- 
ferent levels and through many different 
disciplines. Rather the book confines 
itself, as did the symposium it reports. 
to two main themes: “Basic Aspects” 
and “Treatment.” And under 
these two headings. the reports are ex- 
tremely limited. 

Perhaps the greatest contribution of 
the book is the glaring light it throws 
on the truly appalling gaps in our 
knowledge of this vast and costly prob- 
lem. While there is general agreement 
that aleoholism is a treatable disease. 
there is also agreement that not enough 
is known about it: questions are posed 
time and again to which there are. as 
yet. no known answers. In short. as 
one reads, this becomes a clarion call 
to action—to more research, to more 
and better treatment facilities. to more 
understanding. 

But to the reader seeking knowledge, 
and information on how to use that 
knowledge, this book will be a disap- 
pointment. Fortunately. there are other 


even 


sources and a fast-growing literature on 
the subject. This book has its place in 
that literature. Mrs. Marty Mann 


Diagnosis and Treatment of Cardi- 
ovascular Diseases—Edited by Wil- 
liam D. Stroud and Morris W. Stroud. 
III. Philadelphia, Pa.: F. A. Davis 
(1914 Cherry St.), 1957. Loose-leaf, 
two vols. Price $35.00 a set. 

This is the fifth edition of this well- 
known work on the “Diagnosis and 
Treatment of Cardiovascular Diseases” 
and represents a transition to a loose- 
leaf form. The editors plan to keep the 
chapters up to date by continual revision 
and such additions apparently will be 
issued as necessary to replace portions 
of the loose-leaf text. The 60 contribu- 


tors listed represent men active in the 
various phases of cardiology upon which 
they report and they give a desirable au- 
thority to the text. However, the editors 
have listed contributors, two of whom 
have been dead for several years., whose 
names do not appear as authors in the 


chapters concerned. On the contrary 
Reynolds. who collaborated with John- 
ston in the chapter on the “Form of the 
Electrocardiogram.” is not listed at all. 

As in all texts of multiple authorship. 
there is not only overlapping in the dis- 
cussions, which in this work is minimal. 
but there is also great variability in the 
smoothness and completeness with which 
the varying sections are handled. Beck’s 
section on cardiac surgery, for example. 
does not give a full, unbiased view on 
revascularization procedures. The chap- 
ters on electrocardiography by Johnston 
and Reynolds and by Bellet and McMil- 
lan are particularly good examples of 
the conciseness and clarity with which 
this often confusing subject can be 
given. In general, the text material is 
well prepared and clearly presented. 
The new edition should elevate further 
the enviable position the work already 
holds. 

Much effort has been expended on 
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the index. which is now more complete 
and more satisfactory. This adds to the 
worth of the new edition for reference. 

This new edition is much improved 
in its general form and in its approach 
to the subject. With such changes as 
the loose-leaf format and the more ade- 
quate index, the work should be. still 
more valuable for the practicing physi- 
cian. who will now find the various 
topics kept up to date and the use of the 
book as a reference greatly improved. 

A. SopEMAN 


Aspects of River Pollution—By 
Louis Klein. New York: Academic 
Press (111 Fifth Ave.), 1957. 621 
pp. Price. $14.50. 

This masterly treatise on river pollu- 
tion is of equal worth to American and 
English administrators. those carrying 
on research, students. and operators in 
the water pollution field. 

The different kinds of pollution affect- 
ing rivers are discussed: the causes are 
examined: the bad effects considered: 
and the methods available for dealing 
with all types of river pollution are 
reviewed. 

Well selected quotations head each 
chapter. while the hundreds of carefully 
selected English and American refer- 
ences closing each chapter attest the 
meticulous care with which every aspect 
of river pollution has been dealt with 
by the author and his associates. Drs. 
Jones and Hawkes. 

All American sanitary engineers who 
have struggled with water pollution 
problems will feel more keenly than 
ever after studying this valuable book 
that we are linked closely with our Eng- 
lish co-workers. In this volume the 
author has given us all a sharp-edged, 
useful tool to help in the task of lessen- 
ing the detrimental effects of water pol- 
lution both in England and America. 

The author points out in a philosophi- 
cal summary that “pollution. like crime, 
disease. and road accidents’ will eventu- 
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ally be brought under control but it will 
never be completely eliminated.” 
S. TisDaLe 


An Inventory of Social and Eco- 
nomic Research in Health—Com- 
piled by Frederick R. Strunk. New 
York: Health Information Founda- 
tion (420 Lexington Ave.), 1956. 
254 pp. Free. 

The preface to this inventory, now in 
its fifth annual edition, reports “a widen- 
ing and growing interest in the social 
and economic aspects of medical care.” 
The total of 498 research projects de- 
scribed is reported to indicate what 
“many researchers are aware of, that the 
purely natural and physical science ap- 
proach to health problems is inadequate 
for a total comprehension of disease and 
of organized means by which health 
facilities and people may be brought 
together.” 

There are about 80 studies related to 
each of six areas—health levels, mental 
health. sociologic factors, and person- 
nel, and 29 related to economic factors. 

The five indexes classify the studies 
by subject, organizations conducting the 
research, project personnel, geographic 
areas, and sponsors. 

Martia 


The 


Dynamics of Interviewing, 
Theory, Technique, and Cases— 
By Robert L. Kahn and Charles F. 


Cannell. New York: Wiley (440 
Fourth Avenue), 1957. 368 pp. 
Price, $7.75. 

In their preface the authors point out 
that in practically all professional en- 
deavors, and in management and busi- 
ness administration as_ well, 
depends to a large extent on the ability 
to obtain information from others. They 
have admirably fulfilled their stated 
purpose of writing “about the theory 
and practice of interviewing in a way 


success 


that will be meaningful to students and 
practitioners in these diverse fields.” 
Attention is concentrated on the infor- 
mation-getting interview. 

The fundamentals of human 
munication are briefly discussed and 
there are excellent chapters summariz- 
ing the psychologic basis of inter- 
viewer-respondent interaction and de- 
scribing technics for motivating the 
respondent. The general principles in- 
volved in planning of interviews and in 
the design of questionnaires are dis- 
cussed. The uses and limitations of 
the interview as an instrument of meas- 
urement are treated, with a good dis- 
cussion of the sources and dynamics of 
bias. A chapter on the principles and 
the technics of probing to meet inter- 
view objectives is included, and the first 
(and larger) part of the book concludes 
with a chapter on methods of learning 
to interview. 

The second part of the volume con- 
sists of carefully annotated transcripts 
of several different kinds of actual in- 
terviews including, among others. a 
medical case history and a social work 
interview with a psychiatric patient be- 
fore his discharge from the hospital. 

The work is well organized and the 
subject matter is well covered in non- 
technical language. It is clearly and 
at times entertainingly written, and in 
this respect might serve as a model to 
other authors treating serious or tech- 
nical subjects. The free and skillful use 
of carefully selected examples and illus- 
trative material adds much to the ex- 
position. There is a good working 
bibliography for the reader who wishes 
to pursue the subject further. 

The book can be recommended to all 
who have occasion to seek information 
from others in oral communication. 
which certainly includes most public 
health workers. 


Rosert E. Coker, Jr. 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond Patterson, PhD. 


beau- 
tiful word was coined, not in complete 
seriousness, to suggest another area of 
medical interest. Practicing physicians. 
more than any other group, see the end 
results of highway carelessness and. 
therefore, should comprehend most fully 
the need for effective preventive meas- 
ures against highway accidents. Seat 
belts are stressed. 


Axon. The Automobile A Challenge to 
Preventive Medicine. J.A.M.A. 162, 9-888 
(Oct. 27), 1957. 


Health Education, Here and 
Abroad—Our own Dr. Bauer outlines 
the elements of our health educational 
mechanisms that we have perfected over 
the last quarter century. Then, by con- 
trast, three reporters tell about current 
programs or projects undertaken in the 
United Kindom. in Argentina. and in 
Burma. 


Baver, W. W. A Health Education Pro 
for the Public (and three related 
papers). World M. J. 4, 6:327 (Nov.), 1957 

It Worked—Three studies were de- 
signed to determine the protective value 
of vaccine against Asian influenza. The 
limited number of volunteers who could 
be studied did not permit an estimate. 
within narrow confidence limits. of the 
amount of immunity produced. But 
the vaccines did give significant. though 
incomplete, protection, Among the 
placebo group per cent, and 
among the vaccinated groups 44 per 
cent became ill with challenge-induced 
influenza. 


J. Ay et al. Artificially Induced 
Asian Influenza in Vaccinated and Unvacci- 
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nated Volunteers. 165, 11-1366 


(Nov. 16), 1957. 


Researchers Needed— Public health 
people are not doing as much as they 
might, these commentators say, in effect, 
to seek a better understanding of the 
causes, care, and prevention of the major 
diseases and disabilities of man. What 
they might be doing is the burden of 
this review of the currently available 
supports that could stimulate the needed 
research. Recommended reading for 


Hanpy. A. and T. Research 
in State and Local Health Departments. 
J.A.MLAL 165, 14:1808 (Dee. 7), 1957. 


Lagging School Health — There 
are many proposals explored in_ this 
plea for family-centered, school-age child 
health services. One suggestion is this: 
health services for the adolescent. who 
is in a period of rapid development. are 
Though these 

neglected — in 


of prime importance. 
adolescents are largely 
deserve higher 
than do the children in the 
elementary grades who get the lion's, 


most schools, they 
priority 


share of attention. 


Jxcopziver, H. Health Services for 
the School-Age Child A New Approach 
J}.A.MLA. 165, 13:1669 (Nev. 30), 1957. 


What Doctors Think of Mental 
Health-In New Jersey a large sampl- 
ing of practicing physicians were queried 
about their idea concerning psychiatric 
services and community needs. The 
findings are too many to be epitomized 
here but all are pertinent to our bur- 
interest in mental 


feoning hy piene. 
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. 
all. 


“Not one doctor in five says he does 
‘quite a bit’ of reading in psychiatry.” 
It would be equally revealing to dis- 
cover how many public health people 
also read “quite a bit” in the same area. 


Physicians’ Attitudes Toward 
Ment. Hyg. 41, 


Korxes, L. 
Mental Health Probiems. 
$:467 (Oct), 1957. 


Experience Meeting—In a town 
of 8.500 population (with a part-time 
health officer and one public health 
nurse} a successful diabetes detection 
project was carried out with a local 
health association. House-to-house can- 
vassing by volunteers supported by an 
effective publicity program produced 
good results thanks largely to intelli- 
gent planning. 


Larson, House-to-House Search 


for Diabetes. Nursing Outlook 5. 11: 648 


Nov 1957. 


Psychiatric Hlnesses—Three etio- 
logic classifications of mental illness are 
postulated here. In instances of organic 
brain damage (the first classification) 
we know. and do. a lot about preven- 
tien. For the second. illnesses due to 
individual stress. preventive measures 
are fairly clear and are in some part 
applied. It is the third, those due to 
group stresses resulting largely from our 
cultural patterns, that are most in need 
of epidemiologic study. 


Lewaat. PL Prevention of Psychiatric 
J.A.M.A. 162, 9:854 (Oct. 27). 


Hinesses. 
1957. 


Decade of Progress —Los Angeles 
County and its growing pains are prob- 
ably too widely known to need discus- 
sion here. Ten vears ago a citizens 
advisory committee was formed to help 
the county health department solve some 
of its pains, and today——no longer a 
its active groups of vol- 
unteers. influential well wishers, work- 
ers for better health services. ete.. still 


“new broom” 
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do some pretty clean sweeping. How 
these collaborative groups were organ- 
ized and kept in being may be well 
worth your looking into. 


Newton, F. V.. and Citizens 
for the Los Angeles County Health Depart- 


ment. Nursing Outlook 5, 11:632 (Nov.), 


1957. 


For the Record—In a wide sampl- 
ing of “healthy” navy recruits, subse- 
quent tuberculosis morbidity rates were 
157 per 100,000 among positive-tuber- 
culin reactors compared to 29 for non- 
reactors. This is interpreted to mean 
that a high proportion of cases among 
reactors must have been those of en- 
Morbidity was four 
times as high among boys 15 per cent 
or more underweight. but body build 
seemed unrelated to infection. 


dogenous disease. 


Parmer, ©. E. et al. Tuberculosis Mor- 
bidity of Young Men in Relation to Tuber- 
eulin Sensitivity and Body Build. Am. Rev. 
Tubere. 76. 4:517 1957. 


Parenthood’s Hazard—In a study 
of the relationships ef sex. marital 
status. pregnancy. and number of chil- 
dren to the incidence of paralytic polio- 
mvelitis, the most significant factor was 
found to be the presence or absence of 
children in the household. such 
households 


pregnant women had _ the 


highest rates and single women the 


lowest. 


et al. Presence of Children 
in the Household as a Factor in the Incidence 
of Paralytic Poliomvelitis in) Adults. New 
England J. Med. 257. 20:958 «Nov. 14), 
1957. 


Complacency Cure—This may be 
news to vou. Cases of primary and 
secondary syphilis have been increasing 
steadily since 1953 (in New York State. 
that is. and by inference elsewhere). 
Syphilis is now confined predominantly 
to the lowest socioeconomic groups. The 
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control job is by no means done, and 
the most effective control method re- 
mains the interview of infectious cases. 


Tuomas, E. W. Syphilis Control in Upstate 
New York. New York State J. Med. 57, 
22:3639 (Nov. 15), 1957. 


Just for Pleasure—Do you ever 
read scientific treatises “just for fun?” 
Have you heard of many presidential 
addresses that might tempt you chiefly 
for that reason? Well, here is one. It 
is the area of experimental pediatrics, 
but it has a lot to say (wryly and amus- 
ingly) to those of us who may have 
other areas of professional interest. In 
the society he addresses there seems to 
be a rule establishing an emeritus status 
when a member reaches a given age: 
and that idea should be sufficient in it- 
self to catch your eye. Evidently pio- 
neering is for youngsters! 


Presidential Address, 


J. Dis. Child. 


Watiace, W. M. 
Society of Pediatric Research. 
94, 5:470 (Nov.), 1957. 


Mostly Confirming What You 
Know—Two excellent discussions of 
BCG and the place of TB prophylaxis 
in our American setting are hereby 
commended to you. The first is by a 
recognized authority on the basic prin- 
ples underlying the phenomenon of re- 
sistance to TB who is “noted for his 
sound judgment and unbiased approach 
to difficult and debated fields” (E. R. 
Long’s words}. The second covers the 
latest recommendations for a United 
States policy. which were formulated by 
a distinguished committee. 


Watierex, A. J. BCG: Past. Present and 
Future (and) Report of Ad Hoc Advisory 
Committee on BCG to the Surgeon General 
of the U. S. Public Health Service. Am. Rev. 
Tubere. 76, 5:715 (Nov.), 1957. 
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WHO News 
Manuals of Food Hygiene 


As a beginning in improving the 
food hygiene situation, the Executive 
Board of WHO has decided that several 
manuals relating to this subject need to 
be prepared, each dealing with a group 
of countries having somewhat similar 
problems and food practices and cus- 
toms. Thus, as a beginning. Professor 
Walter S. Mallmann of Michigan State 
University has been employed as a short- 
term consultant to study food hygiene 
practices in Yugoslavia. Turkey, and 
Iran. He is studying not only the tech- 
nology of food production, processing, 
and distribution, but also the adminis- 
trative and legal practices governing 
hygienic control of food. Further, the 
national health authorities are drawing 
on his experience for help in coping 
with local conditions. 


7 Million for Malaria Eradication 


On December 5. 1957, the United 
States government presented WHO with 
a check for $7,000,000 and the Pan 
American Sanitary Bureau with one for 
$2.000,000 as a contribution to the spe- 
cial funds for world eradication of 
malaria. The ceremony took place in 
the Department of State with the checks 
presented by Secretary of State John 
Foster Dulles to Director-General M. G. 
Candau. M.D.. of WHO, and Director 
Fred ei. Soper, M.D.. of PASB. 

In expressing the thanks of WHO, 
Dr. Candau emphasized that an even 
more significant contribution by the 
United States was its “great technical 
knowledge” made available to the whole 
world. 

The total now provided by the United 
States government toward the special 
malaria eradication fund is $8,500,000, 
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one and a half million having been pro- 
vided in September, 1956. 


New York Considers Perinatal Deaths 


A recent meeting in New York City 
of 100 participants. sponsored by official 
and voluntary health agencies and the 
medical profession, made recommenda- 
tions on improvement of maternity care 
and reduction of avoidable infant deaths. 
The meeting was a follow-up of a 1955 
study in which it was found that of 955 
perinatal deaths (deaths of babies from 
the 20th week of gestation through the 
sixth day after birth) one-half could 
have been prevented. although the other 
half were unavoidable in the present 
state of medical knowledge. 

The meeting. made up of experts in 
obstetrics, pediatrics, nutrition. pathol- 
ogy. anesthesiology. nursing. hospital 
administration. social work, preventive 
medicine, and health education. was 
divided into 10 discussion groups each 
of which reported findings and recom- 
mendations. 

Among the recommendations made 
were ones for better teaching of interns 
and house physicians. for 24-hour medi- 
cal supervision of obstetrical services. 
better prenatal care particularly for 
lower economic vroups and more ex- 
tended use of social workers and of 
nurses trained in midwifery. an appoint- 
ment system in prenatal clinics. educa- 
tion of every young person in the child- 
bearing process, continued contact with 
the hospital after discharge. better record 
keeping. and discussion of current peri- 
natal mortality at hospital staff meetings. 

Prematurity causes two-thirds of all 
perinatal deaths and costs 260 per cent 
more per case in municipal hospitals 
than full-term delivery. Strengthening 
prenatal care particularly among those 
with socioeconomic problems where 
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more social case work is needed, study of 
the relation between nutrition and pre- 
maturity and providing nutritional sup- 
plements for the pregnant women in the 
same way as medication, avoidance of 
fatigue by all pregnant women with those 
of small heart volume and low hemo- 
globin refraining from active physical 
work. avoidance of “meddlesome” ob- 
stetrics and elective inductions of labor. 
as well as further research in habitual 
abortion and endocrine imbalance, were 
among the recommendations for reduc- 
ing perinatal deaths. 

The 1955 study on which the meeting 
was based is “Perinatal Mortality in 
New York City.” Harvard University 
Press, 1955, $2.50. (A.J.P.H. 45:1492 
1955.) 


National Health Survey Early News 


The Public Health Service has begun 
sending out weekly provisional tabula- 
tions from the United States National 
Health Survey. The five issues out as 
of December 5 have related to statistics 
of respiratory diseases. As of that re- 
port. cumulative data for the 19-week 
period beginning July 1. indicated an 
estimate of about 83,086,000 new cases 
of respiratory diseases resulting in about 
282.000.0000 bed days of disability. 

The data are based on a_ house-to- 
house sampling interview survey con- 
ducted by “trained. supervised lay 
interviewers.” The calculations are de- 
scribed as subject to about 15 per cent 
sampling error over a period and con- 
siderably larger for any single week. 

This material is available to health 
and other agencies throughout the coun- 
try. United States National Health Sur- 
vey. Public Health Service. Washington 


A New Community Foundations Group 


The National Council on Community 
Foundations was recently incorporated 


as a continuation of the National 
Committee on Community Foundations 
which has been in existence since 1949. 
The Council has received a $45,000 
three-year matching: grant from the 
Rockefeller Foundation to help under- 
write an expanded program for strength- 
ening the community foundation move- 
ment. 

Community foundations. which are 
distinct’ from community chests or 
united funds, are organized to receive 
gifts from living donors or through be- 
quests. They offer means by which 
citizens of the community may per- 
petually manage and employ charitable 
gifts for the benefit of the community. 
They are designed to meet capital as 
well as operating needs and_ include 
civie and cultural services in addition 
to health and welfare. 

Mrs. Wilmer Shields Rich. who was 
editor of “American Foundations and 
their Fields” (7th ed.). and American 
Foundation News. has named 
executive director Of the new organiza- 
tion which has offices at 345 East 46th 


St.. New York 17. N.Y. 


heen 


Light and Vision Engineering Course 


“Light and Vision” is the subject of 
a three-day short course sponsored by 
the University of Michigan and_ the 
Illuminating Engineering Society to be 
held at the University March 19-21. 
Developed and conducted by the In- 
stitute of Industrial Health. School of 
Public Health, and the Vision Research 
Laboratories, with the cooperation of the 
Bureau of School Services. College of 
Architecture and Design. Department of 
Physics. and School of Education of the 
university, and the State Departments 
of Health and Public Instruction. the 
course is designed for industrial hygien- 
ists. public health personnel, school ad- 
The directory 
of 44 participants includes lighting en- 


ministrators. and others. 


gineers from a variety of commercial 
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firms, such as General Electric, Detroit 
Edison, and others; university staff 
members and members of professional 
societies related to lighting environment. 

Applications and further information 
from Continued Education Service, 
School of Public Health, 109 South Ob- 
servatory St.. Ann Arbor. Mich. $10 
enrollment fee includes published pro- 
ceedings of the course. 


Alameda County Consolidation 


During 1957 the Alameda County 
Health Department of California en- 
larged its operations by absorbing the 
hitherto independent health departments 
of two cities—Alameda and Oakland. 
With the headquarters office and three 
health centers and two subcenters the 
department now serves a population of 
more than 600.000, including the entire 
county except Berkeley and one small 
city. 

An assistant health officer is in charge 
of each health center which has at least 
nursing, sanitation, and clinic services. 
The county health officer is James C. 
Malcolm. M.D.. M.P.H.. who was the 


county officer before consolidation. 


A New California Alcoholism Digest 


A “California Alcoholism Review 
and Treatment Digest” is the newest 
periodical of the California State Health 
Department. Published bimonthly by 
the Division of Alcoholic Rehabilita- 
tion, it succeeds the News Letter and 
Alcoholism Review of the former State 
Alcohol Rehabilitation Commission. to 
which the state division is also a suc- 
cessor. In addition to local news. it 
publishes news of other areas and papers 
of national leaders. In the first issue. 
for example. two articles originally ap- 
pearing in the Yale Journal of Alcohol 
Studies and a lecture given at the Inter- 
collegiate School of Alcohol Studies at 
Nebraska Weslevan University are re- 
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produced. There is also a list of the 
eight public alcoholic rehabilitation 
clinics in the state. 

Manuscripts are solicited and should 
be sent to John R. Philp, M.D.. Chief. 
Division of Alcoholic Rehabilitation. 
2151 Berkeley Way. Berkeley 4. 


Dr. Lehman Is President of AAPHP 


Sanford P. Lehman, M.D.. director 
of the Seattle-King County Health De- 
partment, was elected president of the 
American Association of Public Health 
Physicians at its meeting in Cleveland 
on November 13. He succeeds Winston 
H. Tucker. M.D.. health officer of Evans- 
ton, Ill. In his presidential report Dr. 
Tucker suggested that AAPHP should 
interest itself actively in the develop- 
ment of local health departments ad- 
ministered by trained medical men and 
should develop a legislative program. 

At this meeting the offices of bulletin 
editor and secretary-treasurer were sepa- 
rated. Ben Freedman. M.D.. director. 
Division of Preventive Medicine, Loui- 
siana State Department of Health, thus 
succeeded E. M. Holmes, Jr... M.D.. as 
editor. Other officers elected are: 
President-Elect—John W. Cronin. MLD... chief. 

Bureau of Medical Sciences, Public Health 

Service 
Vice-President L. L. Fatherree, health 

officer, Will County. TL. 


Secretary-Treasurer—Joseph Bistowish. 
M.D.. health officer, Leon County. Fla. 


Migrants Given Rapid Syphilis Test 


A demonstration of the use of the 
Rapid Plasma Reagin (RPR) test for 
syphilis under primitive conditions was 
carried on in California in the spring 
of 1957. At the Border Agricultural 
Collection Station in E] Centro. Calif.. 
a three-man team from the Public Health 
Services Venereal Disease Experimental 
Laboratory at the University of North 
Carolina. in an 11] week period. screened 
50.000) Mexican farm 


some migrant 
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workers. The report of this project 
says: “The success was an outstanding 
example of rapid application of labora- 
tory research to field application and 
allowed for the saving of uncountable 
thousands of dollars to the American 
taxpayer.” 

The RPR test was developed at the 
Chapel Hill Laboratory by Warfield Gar- 
son, M.D., and Joseph Portnoy, Ph.D. 
Test results are available in less than 10 
minutes after the blood specimen is 
taken. 

In the tests at El Centro “as many as 
2.500 persons were tested in a four-hour 
period—a feat never previously accom- 
plished with so few workers in an im- 
provised on-the-spot laboratory.” Be- 
cause of this “superior performance.” 
the three-man team—Frances Field. Wil- 
liam D. Shoemaker. and Jerry L. Smith 
of the Chapel Hill laboratory—were 
presented with cash awards of $100 by 
the Board of Employee Awards of the 
PHS Communicable Disease Center 
upon the recommendation of Dr. Gar- 
son who heads the laboratory and who 
also made the presentation. He said in 
part: “We honor our fellow-workers 
with these awards for the gift by them 
of unselfish devotion to a duty which 
in itself is a gift of better health to all 
people.” 


Occupational Medicine Congress 


The 13th International Congress of 
Occupational Medicine will be held in 
New York City in 1960. An American 
organizing group is chaired by Leo 
Wade. M.D.. medical director of Esso 
Standard Oil Company. Serving with 
him as deputy chairmen are Leonard 
Greenburg, M.D.. air pollution control 
commissioner of New York City. Seward 
Miller, M.D.. medical director of the 
University of Michigan Institute of In- 
dustrial Health, and Robert E. Eckardt. 
M.D., of the Standard Oil Development 
Company, as secretary general. 


A number of relevant agencies, in- 
cluding the American Public Health As- 
sociation, are cooperating informally in 
the development of the program. John 
Lauer, M.D., medical director of Jones 
and Laughlin Steel Company, represents 
the Association on the organizing com- 
mittee for the conference. Dr. Lauer 
is a Fellow of the 43-year-old Occupa- 
tional Health Section. 

The International Congress on Occu- 
pational Health meets triennially in 
various world capitals. The 1957 meet- 
ing was held in Helsinki, that of 1954 
in Naples. Between 1.200 and 1,500 
world experts in occupational health at- 
tended these congresses: than 
2.500 are expected in the New York 
City meeting in 1960. The three vol- 
umes recording the Helsinki meeting 
are now available from Jaakko Kihlberg. 
in care of Tyoveyslaitos Haart-manin- 


katu 1. Helsinki, Toolo. Finland. 


more 


Work Conferences on Nursing 


The School of Nursing of the Lni- 
versity of Pennsylvania is offering sev- 
eral one- or two-week conferences for 
graduate nurses as follows: 

Cancer Nursing Conference -February 10 14 

Work Conference on Nursing in Chronic 
Disability —March 17 28 

Cardiovascular Nursing Work Conference 
May 5 16 

One-semester credit is granted upon 
successful completion of the one-week 
conference, two credits for the longer 
conferences. 

Further information as to qualifica- 
tions, cost, living arrangements, and 
other details from School of Nursing. 
University of Pennsylvania, 205 South 


34th St.. Philadelphia 4. 
California Air Pollution Curriculum 
The University of California, Berkeley, 


and its School of Public Health are 
adding to the curricula in’ industrial 


| 
270 A.J.P.H. 


health and in sanitary engineering in 
order to provide increased opportunity 
for training in air pollution research 
and control. Graduate students may 
now work toward an advanced degree 
with this special emphasis in either the 
School of Public Health (M.P.H.. 
Dr.P.H.) or in the College of Engineer- 
ing (M.S., Ph.D., or Professional). 

Added courses include “Urban Mete- 
orology.” which will study the effects 
of climate. weather, and the city 
itself on atmospheric pollution disper- 
sion or accumulation. and a lecture and 
seminar course in “Atmospheric Pollu- 
tion Control” stressing methods of sup- 
pressing the urban problem by engineer- 
ing, chemical. or other means. These 
supplement a laboratory and lecture 
course on “Atmospheric Pollution” in 
which effects, sources. important prop- 
erties of major polluting materials and 
their source. and area-wide monitoring 
are discussed. At least two of these 
courses will be given in a six-week 1958 
summer session. To obtain graduate 
credit for that period or for the same 
courses during the regular academic ses- 
sions qualified persons must be admitted 
to the Graduate Division. 

A range of other courses in sanitary 
engineering. public and industrial health. 
chemical engineering, mechanical en- 
gineering. city and regional planning, 
and allied fields may be used for a com- 
plete program leading to the advanced 
degree. Further information from Dean 
C. E. Smith, Public Health, Dean M. 
P. O'Brien. Engineering. or Professor 
B. D. Tebbens. University of California. 
Berkeley 4. 


Study Hearing Loss Programs Needs , 


The American Academy of Ophthal- 
mology and Otolaryngology, through its 
Subcommittee on Hearing in Children 
of the Committee on Conservation of 


Hearing. is conducting a long-term 
nation-wide study of problems relat- 
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ing to the conservation of hearing in 
children. Specific aims are to develop 
effective case-finding methods and to 
use them in estimating the magnitude 
of the problem: to study state laws and 
review current practices and facilities 
for rehabilitation of hearing-impaired 
children; to help develop methods for 
medical and surgical rehabilitation 
standards: and to use the findings in 
helping professional workers to improve 
programs in hearing loss. 

Executive director of the study is 
Eldon L. Eagles. M.D., Graduate School 
of Public Health. University of Pitts- 
burgh, where offices have been estab- 
lished. An initial study is being con- 
ducted in Pittsburgh to identify early 
medical signs that may indicate danger 
of hearing impairment. to measure the 
psychologic. social, and other effects of 
such impairment and to develop effi- 
cient and economical methods for the 
testing of hearing in children. 

Cooperating with the Subcommittee 
on Hearing in Children are the Schools 
of Public Health and of Medicine of 
the University of Pittsburgh, the Pitts- 
burgh Board of Public Education. and 
the Allegheny County Department of 
Health. An Advisory Committee of 
consultants from the university includes 
Drs. Samuel M. Wishik. Leo G. Doerfier. 
and Isidore Altman. Grants from the 
U. s. Children’s Bureau and the Na- 
tional Institutes of Health are providing 
financial support. 


Reviewing Research and Development 


The National Science Foundation has 
recently published “Basic Research—A 
National Resource.” What basic 
search is. where it is carried on, and 
with what funds. what the needs are. 
ways of stimulating research, and the 
need for public understanding are dis- 
cussed. “Basic research is so closely 
identified with cultural as well as tech- 
nological progress that this alone pro- 
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vides sufficient reason for doing and 
supporting it. In the long run_ basic 
research pays off in the most practical 
terms. . . . It took years of basic re- 
search before the Bell Laboratories de- 
veloped the transistor. . . . Direct and 
immediate links between basic research 
and its application are extremely rare.” 

Beginning in December, 1956, the 
Foundation has also been publishing 
“Reviews of Data on Research and De- 
velopment.” The November, 1957, issue 
of this four-page summary—not always 
monthly (No. 8 in the series )—was 
devoted to funds for research in agricul- 
tural experiment stations: the one pre- 
ceding was devoted to funds for re- 
search and development in engineering 
schools, others to basic research and 
to university faculty scientific research 
activities. Data are based on the year 
1953 or the academic year 1953-1954. 
They include expenditure by source of 
funds and by type of agency in which 
the research was carried on. 

Not much is to be found out from 
the material so far, as to public health 
and medical research, but future issues 
may be more directly related to these 
subjects. 

The pamphlet and the series of Re- 
views are available from the Gov. Ptg. 
Office, Washington 25. D. C. Pamphlet 
is 45 cents. \ 


New Institute of Nutrition Sciences 


An Institute of Nutrition Sciences has 
been established at the Columbia Uni- 
versity School of Public Health and 
Administrative Medicine in order to 
further the development of the educa- 
tional and research program of the 
This program has two basic 
purposes—to give students comprehen- 
sive training in the nutrition sciences. 
particularly as related to public health. 
and to help relieve the shortage of well 
trained personnel the nutrition 
sciences. 


school. 


William J. Sebrell, Jr.. M.D., forme: 
director of the National Institutes of 
Health, and currently chairman of the 
Williams-Waterman Fund, has been ap- 
pointed director of the institute and 
professor of public health nutrition. 
Under his direction it is planned to 
increase facilities for the areas of gradu- 
ate and postgraduate study most closely 
related to the nutrition sciences. It will 
also strengthen integration of related 
fields in the various units of the univer- 
sity, as weil as facilitate cooperation 
with off-campus organizations. 


West Virginia Retools Bulletin 


The former mimeographed monthly 
“West Virginia Health News” of the 
State Health Department has graduated 
into a two-color printed bimonthly en- 
titled “West Virginia Health News and 
Views.” The second issue is devoted 
largely to the control of Asian flu, pic- 
tured as a horrendous Oriental dragon. 
There is also a list of 44 recent newly 
appointed members of state and local 
staffs. Of the total. 17 are clerical. 
eight each are sanitarians and laboratory 
employees, six are nurses, and one each 
is a nutritionist, a veterinarian, a health 
educator, a clinical psychologist, and an 
administrative assistant. 


Cerebral Palsy Training Aided 


The National Society for Crippled 
Children and Adults announces that 
scholarships for advanced specialized 
training in work with the cerebral 
palsied are available for doctors, physi- 
cal, occupational. and speech therapists. 
special educators, and other rehabilita- 
tion personnel. Scholarships are granted 
for courses of not than three 
months with primary emphasis on cere- 
bral palsy and having either the partici- 
pation of a member of the American 
Academy of Cerebral Palsy or prior ap- 
provals of the Academy members who 
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serve as counselors to the National 
Society. 

Candidates must have completed re- 
quirements in their own professional 
fields and be eligible for membership 
in their own professional organizations. 
Deadline dates are April 1 for courses 
beginning June through December and 
for summer courses: October 10 for 


beginning January through 


courses 
May. 

For further information write to the 
Personnel and Training Service, Na- 
tional Society for Crippled Children 
and Adults. 11 So. LaSalle St.. Chicago 
3. 


PERSONALS 


Grorce Apaws, M.D.* is en loan from the 
Public Health Service as assistant director, 
Division of Chronic Disease, Oklahoma State 
Department of Health. 

Lee Aase, director, Division of Public Health 
Statistics, South Dakota Health Department, 
is on a 16-month leave on a_ biostatistics 
fellowship at the University of Michigan 
School of Public Health. .W. D. Jounson, 
assistant director, is in charge of the divi- 
sion during Mr. Aase’s absence. 

N. Akers, former chief, Obstet- 
rics and Gynecology Service, General Hoes- 
pitals, U.S. Army, has been named chief, 
Maternal and Child Health and Crippled 
Children’s Section, Colorado State Health 


Department. 
Cuartes Banker, former director. 
Carter, Marshall, and Murray Counties 


Health Department, Oklahoma. is now a 
resident in pathology at St. Anthony's Hos 
pital, Oklahoma City. 

Ropsvey R. Bearp, M.D. M.PLH..* professor 
and executive officer, Department of Pre- 
ventive Medicine and director of rehabilita- 
tion services, Stanford University School of 
Medicine, and clinical professor of occupa- 
tional health, University of California Schoo! 
of Rublic Health, has been appointed to the 
National Advisory Heart Council of the 
Public Health Service. 


* Fellow 
¢ Member 
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Bb. E. Bootue, M.D., former director of pro- 
fessional education, Winter VA Hospital, 
Topeka, is now in charge of Mental Health 
Research Fellowship and Career Investigator 
Programs, Research Grants and Fellowship- 
Branch, National Institute of Mental Health. 

Jeanne Branp, M.D., former research assist- 
ant to the president, Carnegie Corporation, 
has been appointed medical research pro- 
gram specialist, Research Grants and Fel- 
lowships Branch, National Institute of Men- 
tal Health. 

L. Boxer, Ph.D..* former chief clini- 
cal psychologist, Montana State Hospital 
and Department of Mental Hygiene. is now 
mental health consultant psychology. 
Public Health Service, assigned to the Kan- 
sas City Regional Office. 

James N. Burrows, former administrator. 
Louisville Rehabilitation Center, has been 
named director of patient programs, Institute 
for the Crippled and Disabled. New York 
City. 

G. M. Byinctos, Dr.P.H..* director of 
Palo Alto Branch Health Office of Santa 
Clara County Health Department. has 
retired. 

Sipvey B. Crank, M.D. formerly 
in charge of the field office of the Pan 
American Sanitary Bureau, El Paso, Tex.. 
has been appointed assistant director, San 
Diego Department of Public Health. suc- 
ceeding Atvin R. Leonxarp. resigned 
to become director of public health. 
Berkeley. 

Carros Diaz MED. former 
assistant director of experimental studie~ 
in public health, Mexico Ministry of Public 
Health, has been promoted to director of 
the division, succeeding Jose Zozaya. MLD.. 
Dr.P.H., deceased. 

Joun C. Cutier, former chief program 
officer, Bureau of State Services, has been 
named assistant director, National Institute 
of Allergy and Infectious Diseases. Public 
Health Service, Bethesda, Md. 

Anne M. Driscane, M.D..* assistant director. 
has been appointed acting director, Bureau 
of Maternal and Child Health, New York 
State Health Department, while the director, 
Acrrep Yankaver, M.D..* is on leave of 
absence to serve with WHO as a medica! 
officer in India. 

Raven T. Esterguest, director and secretary. 
Midwest Inter-Library Center and Corpo- 
ration of Chicago, has been named librarian. 
Harvard Medical School, School of Dental 
Medicine, and School of Public Health, 
where he will be on the Faculties of Medi- 
cine and of Public Health. 


Brnarozetce Ferevusox, MLS.P.H.. 
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former probation officer, Cook County 
Family Court, is now in the Health Educa- 
tion Department, Tuberculosis Institute of 
Cook County and Chicago. 

Joun F. Gaines, M.D... former director, 
Ottawa and Delaware Counties Health De- 
partment, Oklahoma, is now a resident in 
psychiatry, Central State Hospital, Norman. 

Mary C. Guostiey, M.D..+ former acting 
director, State Health District No. 1, 
Bemidji, Minnesota State Health Depart- 
ment, has retired. She has been succeeded 
by Sipney M.D., Bemidji sub- 
area director, Division of Indian Health of 
the Public Health Service. 

James A. M.D., M.P.H..7 formerly 
in private practice in Australia, is the first 
health officer, Northern Regional office, 
Alaska Department of Health, and health 
officer, Fairbanks. 

Marion Hicks, R.N.. formerly with the 
Onondaga (N.Y.) County Public Health 
Nursing Service, is now on the staff of the 
Greater Anchorage Health District, Alaska 
Territorial Health Department. 

Tueovore H. M.D.,* associate pro- 
fessor of epidemiology, Harvard University 
School of Public Health, Boston, has been 
appointed professor of preventive medicine 
and epidemiology at the University of 
Pennsylvania. 

Evetyn V. Jounson, M.D.,7 associate director, 
Maricopa County (Ariz.) Health Depart- 
ment, has resigned. 

Trots E. Jounson, M.D... M.P.H..7 Public 
Health Service officer on loan to the In- 
ternational Cooperation Administration, has 
been transferred from Mexico City to a 
similar position as chief of the U. S. Mis- 
sion’s Division of Health to Colombo, Cey- 
lon. His address is ICA, American Em- 
bassy, Colombo, Ceylon, Department of State 
Mail Room, Washington 25, D. C. 

‘HARLES A, Lakaytis, M.D., former health 
officer, Platte County Health Department, 
is health officer of District No. 1, the 
Missouri Division of Health, Cameron. 

Rosemary R. Larkin, M.D., formerly in 
private practice, is now health officer, Dis- 
trict No. 4, Missouri Division of Health, 
headquarters in Washington. 

Crayton G. Loosiu, M.D..* 


professor of 
medicine and chief, Section of Preventive 
Medicine, University of Chicago, has been 


appointed dean, University of Southern 
California School of Medicine, Los Angeles, 
effective July, 1958. 

James V. Lowry, M.D., former medical officer 


* Fellow. 
+ Member. 


in charge of the Public Health Service Ho- 
pital, Lexington, Ky.. has been appointed 
deputy chief, Bureau of Medical Services. 
Public Health Service, with the rank of 
(Assistant Surgeon General. 

Ninos C. Myrtantuoroutos, M.D... former 
counselor and researcher in human genetics. 
University of Minnesota, is now on_ the 
staff of the Epidemiology Branch, National 
Institute of Neurological Diseases and 
Blindness. 

Bensamin L. Newert, M.D., former district 
medical officer, Eighth Coast Guard Dis- 
trict, Public Health Service, has been ap- 
pointed district medical officer in charge of 
St. Helena, Tangipahoa and St. Bernard 
Parishes, Louisiana. 

Guy R. Post, M.D..* former director, Parkers- 
burg-Wood County (W.Va.) Health Depart- 
ment, has been named director, Marien 
County Health Department. 

Perry F. Pratuer, M.D..* director, Maryland 
State Department of Health, through a Com- 
monwealth Fund Fellowship has recently 
spent six weeks studying public health 
programs with particular reference to the 
chronically ill and aged in England, Den- 
mark, Finland, Netherlands, Norway, Scot- 
land and Sweden. 

Epwarp J. Puscas, M.S.P.H..*+ former district 
sanitarian, Ohio State Department of Health. 
has been appointed health commissioner. 
Painesville. 

Maser Ricxett, M.P.H..+ former health edu- 
cator, Seattle-King County Health Depart. 
ment, has been appointed a health educator. 
Montana State Board of Health. 

ALEXANDER RinM, Jr..¢ already serving as 
acting executive secretary, has been ap- 
pointed executive secretary, Air Pollution 
Control Board, New York State Health 
Department. 

Joun I. Roney, former senior campaign di- 
rector, Ketchum, Inc., of Pittsburgh, has 
been named executive director, National 
Nephrosis Foundation, New York City. 

Pact F. Russert, M.D.,* Rockefeller Founda- 
tion, has received a special award from 
Colby Junior College, New London, N. H.. 
for his leadership in combating the disease 
of malaria and eliminating this scourge 
from many areas of the world. 

Loraine Scumipt, M.D.,+ former director, 
Creek, Roger, and Mayes Counties Health 
Department, Oklahoma, is now a resident 
in psychiatry, Central State Hospital, 
Norman. 

Invinc Simos, M.D., former clinical psycholo- 
gist, VA Hospital, Perry Point, Md., is now 
executive secretary, Mental Health Small 
Grants Review Committee, Research Grants 


A.J.P.H. 


) 
i 
274 


and Fellowships Branch, National Institute 

of Mental Health. 

Puitupe Ph.D., former - assistant 
professor of political science, Wellesley 
College, has been appointed assistant direc- 
tor for the mental health training and re- 
search project being sponsored by the 
Western, Interstate Commission. 

Joun Snyper, D.D.S..+ formerly in private 
practice, has been appointed assistant chief, 
Section of Dental Health, Minnesota De- 
partment of Health. 

Avex J. Steicman, M.D..* chairman, Depart- 
partment of Pediatrics, University of Louis- 
ville is spending three months as visiting 
director of professional education at the 
Kauikeolani Children’s Hospital, Honolulu, 
where Irvine McQuarrie, M.D., formerly 
in this position has retired. 

Josern B. Strocxren, M.D.,* controller of 
tuberculosis, Cuyahoga County, Ohio, and 
clinical professor of preventive medicine, 
Western Reserve School of Medicine, has 
been awarded the 1957 Dearholt Meda). 
highest award of the annual Mississippi 
Valley Conference on Tuberculosis. 

Gunnar E. Sypow, D.D.S., M.P.H..* who re- 
cently completed his work for the M.P.H. 
degree at the University of Minnesota 
School of Public Health, is now director. 
Division of Dental Health. South Dakota 
Department of Health. 

Gertrupe Szapzewicz, former associate, Per- 
sonnel and Training Division, National Tu- 
berculosis Association, is now executive 
director, Alaska Tuberculosis Association. 
Juneau. 

Witson L. Taytor, M.D., former research as- 
sistant professor, Institute of Communica- 
tions Research, University of Illinois, is now 
research psychologist, Research Grants and 
Fellowships Branch, National Institute of 
Mental Health. 

Eowarp S. Werss,* former chief field statis- 
tician, Occupational Health Prograin, Taft 
Sanitary Engineering Center, Cincinnati. 
Ohio, has been appointed chief, Division 
of Biostatistics, Allegheny County Health 
Department, Pittsburgh. 

Don E. Wircox, M.D. is acting director, 
Kansas City-Wyandotte County Health De- 
partment. during the absence of Netue G. 
Waker, M.D..* on educational leave at 
the Graduate School of Public Health, Uni- 
versity of North Carolina. 

Mary Jane WILLIAMS, nursing education con- 
sultant, Tuberculosis Nursing Advisory, Na- 

tional League for Nursing, has resigned to 


* Fellow. 


+ Member. 
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marry Mervys Ewart and has been suc- 
ceeded by Leinincer, former instruc- 
tor in tuberculosis nursing, Colorado Uni- 
versity School of Nursing. 

Evetyn J. Witte, M.P.H.,7 is acting director, 
Division of Health Education, Wyoming 
State Health Department, during the educa- 
tional leave of Director Paut R. Mico at 
the University of California School of Public 
Health. 


DEATHS 


L. Braptey of Atherton, Calif. (Public 
Health Nursing Section). 

Errore M.D., Ph.D.* of New 
Haven, Conn. in June. 1957 (Unaffiliated). 

Lois Barr Cox, educational supervisor. Dur- 
ham County Health Department, Durham. 
N. C., since 1946, on December 7, 1957 
(Public Health Nursing Section). 

J. W. Curver, M.D..+ medical director, WaWa 
Chest Hospital, WaWa. Pa. (Medical Care 
Section). 

F. B. Erskine, M.D..* director of health serv- 
ices and professor of hygiene. University of 
Illinois, Chicago, on October 24, 1957 (Pub- 
lic Health Education Section). 

Ina H. Locx woop, M.D.7 radiologist, Research 
Clinic Blue Cross and Blue Shield, Kansas 
City, Mo.. on July 28, 1957 (Public Health 
Education Section). 

Henry S. Patterson, M.D.+ cardiologist and 
general practitioner in New York for fifty 
years and exhibitor of watercolors in art 
exhibitions, on December 10 at the,age of 
83 (Unafhliated). 

Ivan Sapura, M.D..* associate bacteriologist. 
Beth Israel Hospital, New York City on 
October 7, 1957 in England while on a 
lecture tour. (Laboratory Section). 

S. Stakes, M.D.+ health officer. 
Patchogue. N. Y., in March, 1957 ( Maternal 
and Child Health Section). 

Lucite Dunn Tipont, R.N., wife of 
Emit A. Tirpont, and former member of 
the APHA Public Health Nursing Section. 
on October 18, 1957. 

W. J. Youne, M.D..+ Auburn, Me., December 
8, 1957 (Medical Care Section). 


CONFERENCES AND DATES 


State and Regional Public Health Meet- 
ings: 
Georgia Public Health Association. De 
Soto Hotel, Savannah. April 14-16. 
Illinois Public Health Association. Pere 
Marquette Hotel, Peoria. April 9-11. 
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North Dakota Public Health Association. 
Clarence Parker Hotel, Minot, N. D. 
March 24-25. 

Oklahoma Public Health 
Oklahoma City. March 5. 

Public Health Association of New York 
City. Donnell Public Library Branch, 
New York, N. Y. March 4. 

Texas Public Health Association. Hotel 
Baker, Dallas. February 23 26. 


Association. 


Meetings of Other Organizations Coming 
in February, March, and April: 


American Academy of Occupational Medi- 
cine. Savoy Plaza Hotel, New York, 
N. Y. February 12-14. 

American Orthopsychiatric Association. 
Hotels Commodore and Roosevelt, New 
York, N. Y. March 6 8. 

American Water Works Association. An- 
nual Conference. Dallas, Tex. April 
20-25. 

Annual Institute for Workers in Parent- 
age Education. Teachers College, New 
York, N. Y. March 25-26. 

Child Study Association of America 
Annual Conference. Hotel Roosevelt, 
New York, N. Y. March 24. 

Eastern States Health Education Con- 
ference. New York Academy of Medi 
cine. New York, N. Y. April 24 25. 

International Atomic Exposition, Ine. 
Chicago Amphitheatre, Chicago, Hl. 
March 17-21. 


National Advisory Committee on Local 


Health Departments conjunction 
with the National Health Forum. 
Philadelphia, Pa. March 18. 


National Council on Alcoholism. New 
York, N. Y. March 26 28. 

National Health Forum, National Health 
Council. Sheraton Hotel, Philadelphia. 
Pa. March 18-20. 

National Social Welfare Association. New 


York, N. Y. (Spring meeting). April 
16. 

National Society for the Prevention of 
Blindness. Philadelphia, Pa. March 
12-14. 


Pan American Medical Women’s Alliance. 
McAllister Hotel, Miami, Fla. April 
14-17. 

Public 
and _ Statistics. 
March 24-28. 

United Community Funds and Councils 
of America (Biennial). Cleveland, 
Ohio. February 24 28. 


Health Conference on Records 
Washington, D. C. 
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Why Over 3,500 TB a 


Case-Finding Projects 
Annually Use 
POWERS - 
X-RAY .° 


SERVICE 


© POWERS 1s 
Powers relieves ang sponsors 0 
technical problems. Our experienced 
technicians work to the sponsor's 
schedule, with units able to take as 
many as 200 chest x-rays an hour. We 
deliver fully processed x-rays, with a 
viewer, to sponsor’s roentgenologist. 


© LOWER IN COST! The large volume 
of x-rays Powers handles nationally 
enables us to cut overhead costs to a 
minimum for each individual project. 


© EFFICIENT! Our 20 years of experi- 
ence in chest x-ray surveys from Maine 
to Texas have taught us to do the job 
— = and effectively under many 
verse conditions. 


© FLEXIBLE! According to the am 
sor’s requirements, Powers offers 


either the full-size roll med method 


or the 70 mm photofluorographic 
— and operates either portable 
units or mobile units with generators. 
a Our technical ad: service 
POWERS is available without ation. 
} Write before you plan a TB 
Case-Finding Project! 
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The American Public Health Association acknowledges with deep appreciatior: ite indebtedness 
to these Sustaining Members whose annual dues help support its general program 


Sustaining Members 


Amalgamated Laundry Workers Health Center, Inc., New York, N. Y. 

Amalgamated Meat Cutters and Butcher Workmen of North America, 
Chicago, II. 

American Bottlers of Carbonated Beverages, Washington, D. C. 

American Can Company, New York, N. Y. 

American Federation of Labor and Congress of Industrial Organizations. 
Washington, D. C. 

Association for the Aid of Crippled Children, New York, N. Y. 

George Baehr, M.D., New York, N. Y. 

Beth Israel Hospital, Boston, Mass. 

Borden Company, New York. N. Y. 

Chicago Office, Theatre, and Amusement Building Janitors’ Union. Local 
25, Chicago, Ill. 

Chlorine Institute, Inc... New York, N. Y. 

Department of Nursing, University of Miami, Coral Gables, Fla. 

Difco Laboratories, Detroit, Mich. 

Diversey Corporation, Chicago, Il. 

Equitable Lite Assurance Society of the United States, New York. N. Y. 

Grand Concourse Medical Group, New York, N. Y. 

Harold Faggen Associates, New fork, N. Y. 

Hellige. Inc., Garden City, N. Y. 

Hoffmann-LaRoche. Inc., Nutley, N. J. 

International Association of lee Cream Manufacturers, Washington. D. ©. 

International Association of Machinists, Washington, D. C. 

International Equipment Company, Boston, Mass. 

International Union, UAW, Detroit, Mich. 

Jamaica Medical Group, Jamaica, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York. N. Y. 

Licensed Beverage Industries, Inc., New York, N. Y. 

Life Insurance Company of Virginia, Richmond, Va. 

Merck Sharp & Dohme, Research Laboratories, Division of Merck & Co.. 
Inc.. Rahway, N. J. 

Metropolitan Life Insurance Company, New York, N. Y. 

Montefiore Hospital Medical Group, New York, N. Y. 

National Association of Social Workers, Medical Social Work Section, 
New York, N. Y 

National Dairy Products Corporation, New York, N. Y. 

New York Hotel Trades Council and Hotel Association Health Center. Inc., 
New York, N. Y. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass Company, Libbey Glass Division, Toledo, Ohio 

The Proctor & Gamble Company, Cincinnati, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Rip Van Winkle Clinic, Hudson, N. Y. 

Ross Laboratories, Columbus, Ohio 

Ross-Loos Medical Group, Los Angeles, Calif. 

Sealright Company, Inc., Fulton, N. Y. 

Martin E. Segal & Company, Inc., New York, N. Y. 

Sidney Hillman Health Center, New York. N. Y. 

Sodiphene Company, Kansas City, Mo. 

E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, Ill. 

Sun Life Insurance Company, Baltimore, Md. 

Union Central Life Insurance Company, Cincinnati, Ohio 

Upjohn Company, Kalamazoo, Mich. 

Winthrop Laboratories, Inc., New York, N. Y. 

Wveth Laboratories. Inc.. Philadelphia. Pa. 
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‘Ti. special world your little 
one lives in is only as secure as you make it. Security 
begins with saving. And there is no better way to save 
than with U.S. Savings Bonds. Safe—your interest and 
principal, up to any amount, guaranteed by the Govern- 
ment. Sound—Bonds now pay 34% when held to matu- 
rity. Systematic—when you buy regularly through your 
bank or the Payroll Savings Plan. It’s so convenient 
and so wise—why not start your Savings Bonds pro- 
gram today? Make life more secure for someone you love, 


The U.S. Government does not pay for this advertisement, It is donated by this puhlica- 
tion in cooperation with the Advertiung Council and the Magazine Publishers of America. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, 


1790 Broadway at 58th Street 


Inc. 


New York 19, N. Y. 


Publications of the APHA 


American Journal of Public Health and the 
Nation's Health. Single copies 

An Appraisal Methed for he Qeal- 


ity of Heusing: A Yardstick for “Health Of- 
cers, Heusing Officials and Planners: 


Part 1. Nature and Uses of the Method 1945. 
Part Hl. Appraisal of Dwelling Conditions Vol. 
Director's Manual $3.00 Vol. B--Field 
Procedures 2.00 Vol. C Of Pron edures 
2.08 1946; of three for ‘ 
Part Il. Appraisal of Neighborhood Eovircament 
1950. 132 pp 
Basic Principles of Healthful enna 2nd ed. 
reprinted 1950. 34 pp. 
Care of Laberatory Animals. 1954. 8. pp 
Centrol ef Communicable Diseases in Man. 
Sth ed. 1955. 212 pp 
Diagnostic Procedures and Technics 


fer the Laboratery Diagnosis and Control of 


the Communicable Diseases. 3rd ed 19%. 
589 pp. 

Diagnostic Views ‘Rickettsial 
Diseases. Ind ed 1956.. 578 pp 

Directory of Public Health Statisticians. 6th Fd. 
im preparation 

Fvaluation Schedule. For use in the study and 


appraisal of community health programs 

General Medical Care Programs in Lecal Health 
Departments. 195) 129 pp. 

Gaide for the Medical and Public Health an 


Supervision of Taberculesis Cases and Ceon- 
Gaide te Community Health Revised 
GO pp. 
Guides to Services for Children: 
1955 


Cerebral Paley-—108 pp. : 
Cleft Lip and Cleft Palate 88 pp. 


Dentofacial Handicaps pp. 
Handicapped Children—150 pp. 
Hearing Impairment—1956. 108 pp. 


Vision and Eve Probleme 1956. 108 pp. 


$1.50 


83 8 


$6 00 


$1.00 


Health Practice Indices 1947-1948. coilec- 
tion of charte showing the range of accomplish- 
ments in verious fields of community health serv- 

Health Supervision of Young Children. 

Housing an Aging Population. 1952. 92 pp. .... 

Metheds fer Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. . 

Nutrition Practices: A Guide for Public Health 

Occupational and Peison- 
ing. 1943. Pp 

Panum on L. 


Panum 


tion from the Danish). Delta Omega ed.. 1940. 
Principles for Healthful Rural Hearing. Ist ed 
Preposed Housing 1952. 24 pp. .. 
Public Health Career Pamphicts. 
Pablic Health—A Career with a Future. Revised 
edition, 1954 ..... 
Selected Papers of MOD. 


Standard Metheds for the Examination of Dairy 
Predacts. 10th 1953. 345 pp. 
Microbiclegical Examination of Milk and 
Cream: Chapter 2 only. 64 pp. 
Photographic Sediment Chart 


Standard Metheds for the Examination of W ater. 


Sewage and Indastrial Wastes. 10th ed. 1955. 
Special price to members of APHA, AWWA, and 


FSIWA on prepaid orders only for a single copy... 
Standards fer Healthful Housing: 
Planning the Home for Occupancy. 1950. 9 pp... 
Construction and Equipment of the Home. 195]. 
Swimming Pools and Other Public Bathing 
Places. Recommended Practice for Design, Equip- 
ment and Operation of. 10th ed., 1957. 60 pp... 
35 Year Index of the American Journal of Public 
Health. Years 191) to 1945. 34 pp Buck- 
sam ed. $7.60. Paper ed. ............. 


Order from the Book Service—Advance Payment Is Requested 


Reprints from the American Journal of Public Health 


Bacterial ef Types of Fating 
Serfaces. February, 1953. 12 pp. 

Bookshelf on Epidemiology and Evaluation, The 
Medical Officer's. April, 1957. 16 pp. 

Bookshelf on Foods and Natrition. 
12 pr 

Certain Aspects of the eileen 


Concentrated Orange Jaice. June. 1956. 8 pp. .. 
Creative Health and the Principle of Habeas 
Mentum. February, 1956. 2 pp. 


Driver Behavior and Accidents. May. 1957. 8 pp. 

Givers’ Dilemma. Editorial. October, 1954. 4 pp. 

Hew Can We Improve Our Teaching of Pub- 
lie Health? July, 1956 

Lemuel Shattuck—Still a 
1999. 27 pp 

The Local Health Seoastienmeenieninnn and Re- 
sponsibilities. An ofhcial statement of the Amer 
can Public Health Association. March, 1951. 8 pp 


Pro 


February, 


10 


Methed of Evaluating and oe the Cutie 
of Medical Care, A. July, 1956. Pp- 


On the Use of Sampling in the riek of Public 


Proposed Statement on Poultry Inspection. 


Public Health Problem 
August, 1956. 8 pp. 

Relations Between Mental Health and Pablic 
Health. July, 1956. 8 pp 

State Health Bapartment=—=Gerviccs and Respensi- 
bilities. February, 1954. 20 pp. . 

Suggested Heme Accident Activities 
for Health Departments. May. 1956. 8 pp. 

Tax-Supperted Health and Welfare Services. 

Tax-Supported Medical Care for ie Needy. Ox 
tober, 1952. 20 pp. sree 

Where Are We Geing in Public ‘Health? Part II 
Resolving the Basie Issuec. April, 1956. 20 pp. 


Order from the Book Service—Advance Payment Is Requested 
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keep milk fresh 
to the last 


drop 


@ From dairy to consumer these mod- 
ern, practical closures completely seal 
the bottle mouth. On the capping line, 
and during delivery, hands never touch 
the pouring lip. 

In the home, this cleanliness and sure 
protection continues. Seal-Hood and 
Seal-Kap closures snap tightly back on 
after each use, keeping milk at the peak 
of freshness and purity until the bottle 
is empty. And because both cap and 
seal are combined in one unit, users 
enjoy far easier handling than with 
ordinary caps 

Capping with Seal-Hood and Seal- 
Kap is a single operation process. Nat- 
urally, dairymen benefit from sizable 
savings in milk loss, time and mainte- 
nance costs... because no separate 
hooder is needed. 


AMERICAN SEAL-KAP CORP. 
11-05 44th Drive 
Long Island City 1, N. Y. 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 
Reports, Designs, Supervision of Construction, investi- 


gations, Valuation and Rates 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pailidum immobilization Test) 


Information on fees, and on collection and sub 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
1418 W. Erie Ave Philadelphia 40, Pa 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Poo! Circulating Systems Purification Systems 
as applied to Sewage Treatment and Water 
Works A New System for Automatic Contro! 


215 W. HURON ST CHICAGO 10, ILL 


EMERSON VENABLE, P. E. 
Chemist and Chemica! Engineer 
Aimospheric Pollution 


Inducteal Hygiene Chemical Warter 


Fifth Ave. Pittsburgh 32, Pa 


PROFESSIONAL EXAMINATION SERVICE 


A Personnel Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 
an 
Merit Systems 
Examinatiors Field Consultation 


Americar Public Health Association, Inc 
1790 Broadway, New York 


val: 
| and 


Preserve your JOURNALS 


with a Jesse Jones 


Specially designed and produced for 
the American Journal of Public Health. 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its ric 
red and green Kiver cover looks and 
feels like leather, and the 16-carat gold 
leaf hot-embossed lettering makes it a 
fit companion for your finest bindings. 


The Volume File is reasonably priced. 
in spite of its costly appearance. It is 
sent postpaid except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to 
order 3 for $7.00 or 6 for $13.00 Satis- 
faction; guaranteed. For prompt ship- 
ment, order direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


A specific immunizing antigen (chick embryo 
origin ) for prevention or modification of mumps 
in children and adults. Vaccination should be 
repeated annually. 

LEDERLE LABORATORIES 


AMERICAN CYANAMID COMPANY 
PEARL RIVER. NW. Y 


1790 Broadway 
APPLICATION 


(Please type or print: 
NAME 


MAILING ADDRESss 
PRESENT POSITION 
BUSINESS ADDRESS 


PRIOR EXPERIENCE 


PLACE AND DATE OF BIRTH 


EDULCATION (schools, dates, degree- if a 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


(organizatien?! 


PROFESSIONAL SOCIETY MEMBERSHIPS 


Vieuse complete application on reverse side. 


New York 19, N. Y. 
FOR MEMBERSHIP 
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BLACK 
LIGHT 
INSPECTION KIT 


| 
| 
| Widely used for detection of — | 
| * Unsanitary food handling 
| * Improper cleansing 
| ° Bacterial & rodent contamination 
| * Sewer line seepage | 
| Kit is portable, completely equipped | 
| for field use. | 
| Write for technical literature — Dept. PH 
| 
| 

| 


ULTRA-VIOLET 
PRODUCTS, INC. 


San Gabriel, California 
Leading manufacturer of 
ultra-violet equipment — since 1932 


(Continued from previous page) 


SECTION AFFILIATION DESIRED (choose only one) 


_Health Officers ___ Food and Nutrition School Health 
Laboratory _ Maternal and Child Health Dental Health 
_Statistics _Public Health Education Medical Care 
_Engineering and Sanitation _Publie Health Nursing Mental Health 
Occupational Health _Epidemiotogy U nafhliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the American 
Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for vou. 


tsignature} aidress 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American Journa! | 
of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members joining 
after July 1 will receive the Journal begirning with July: such applicants may pay one year’s 
dues covering the period July through June. or one-and-a-half vear's dues, thus adjusting dues 
to the membership calendar year. 


Dues must be received before applications are 1 ew the Committee « khig y 
A remittance for § is enclosed, Send bill te 
DATE SIGNATUR! 
XXVI A.J.P.H. 


YOU see 
S 
WOOD CORPORATION 


Vi M LAMINEX’ Needles actually last 2 to 4 times longer than ordinary 


hypodermic needles, without resharpening... without wear or breakage. Reason: 
Vim® Brand and only Vim uses LAMINEX Stainless Steel with the exclusive longi- 
tudinal molecular structure that makes possible “high-carbon” sharpness plus 
stainless steel flexibility and toughness! 


VIM Clear Barrel Interchangeable Syringes continue to give 


perfect service long after ordinary ground-barrel syringes must be discarded because 
of erosion and “back-fire” leakage. Only Vim Clear Barrel Syringes are available 
with no-leak glass tips as well as Luer lock and Luer metal tips. And only Vim 
Clear Barrel Syringes are truly interchangeable . . . eliminate all matching of 
plungers and barrels. 


Why not specify WEIM...and save? 


*Reg U.S. Pat. Off — 8. J. Everett Co.. itd. 


~ is Producers of Davis & Geck Brand Sutures 

and Vim Brand Hypodermic Syringes and Needles. 
PGVAMA Distributed in Canada by: North American Cyanamid 

Lid., Montreal 16, P.Q. 
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DANBURY, CONNECTICUT 
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PROPAGATION 


These reagents are prepared and standardized to preserve 
unaltered the properties of the original material and include 
those commonly emploved for the slide, roller tube and 
flask culture techniques for propagation and study of tissue 
cells and viruses gn retro. 


REAGENTS OF ANIMAL ORIGIN-Desiccated and Liquid 


Plasma, Sera and Serous Fluids 
Embryos and Embryo Extracts 
Uleratiltrates 


REAGENTS, CHEMICALLY DEFINED- Dilute and Concentrate 


Synthetic Media—Eagle-HeLa, Eagle L, Scherer, 
199, 703 and all formulas 

Balanced Salt Solutions — Earle, Gey, Hanks, 
Osgood, Simms, Tyrode and all formulas 


ENZYMES INDICATORS AMINO ACIDS 
HYDROLYSATES MEDIA ENRICHMENTS 
BIOCHEMICALS CARBOHYDRATES 


Descriptive Literature sent upon request 


DIFCO LABORATORIES 
DETROIT 1, MICHIGAN 


5s 

REAGERES) MEDIA 
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